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al 
COMBATS MOST GLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive**!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 


: 
a 
: 
x 
tne 
= 
: 
7 
| 
3 2 
\ 
FR 
i 
git : 
5 
ie 


EFFICACY 


IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


| ANTIBIOTIC C 56% 


ANTIBIOTIC D 53% 


0 20 40 60 80 100 


*Adapted from Ditmore and Lind.* Organisms tested were isolated from stools of 48 patients. 
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A versatile, well-balanced formula capable of modifying 
the course of common upper respiratory infections... 
particularly valuable during respiratory epidemics; when 
bacterial complications are likely; when patient’s history 
is positive for recurrent otitis, pulmonary, nephritic, or 
rheumatic involvement. 


Adult dosage for ACHROCIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoontuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


Available on prescription only. 


TABLETS (swear coated) 


ACHROMYCIN® Tetracycline 


Phenacetin 

Caffeine 

Salicylamide 
Chlorothen Citrate 
Bottles of 24 and 100. 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


Each Tablet contains: 


125 mg. 
120 mg. 
30 mg. 
150 mg. 
25 mg. 


SYRUP (/emon-lime flavored) Each teaspoonful (5 cc.) 


contains: 


ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCI 


Phenacetin 
Salicylamide 
Ascorbic Acid (C) 
Pyrilamine Maleate 
Methylparaben 
Propylparaben 
Bottle of 4 oz. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW 


*Tragemark 


125 mg. 
120 mg. 
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THE FIRST TROCHE TO PROVIDE 
EFOLD BENEFITS 


THRE 


TROCHES 


NON-NARCOTIC ANTITUSSIVE EFFICACY 
SHOWN TO APPROXIMATE THAT OF CODEIN 


With the addition of a non-narcotic antitussive 
to troche medication, ‘PENTAZETS’ provides 

a new and extended therapeutic advantage in 
this convenient form of treatment. 


Treatment of the cough too, so often a 
troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 


to children. 
‘PENTAZETS’ contains: 


¢ Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin —a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
it is especially beneficial for prolonged effect and benefit to 
surrounding areas. 


Supplied: Vials of 12. 


Each ‘PENTAZETS’ troche contains: 


Homarylamine hydrochloride ....... 20 mg. 
Zine Bacitracin....... .. 50 units 
Tyrothricin a 1 mg. 
Neomycin sulfate 5 mg. 
(equivalent to 3.5 mg. neomycin base) 
Benzocaine 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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In a recent controlled study,* Phenaphen 

was found more effective than a standard aspirin- 
phenacetin-caffeine formula for relief of 
moderate to severe pain ... with total freedom 
from side effects and from any tendency 

to induce drowsiness. 


*Murray, R, J.: N. Y. State Jl. Med. 53:1867, 1953. 


Each PHENAPHEN capsule contains — 
Acetylsalicylic Aud (24% gr.) 
Phenacetin (3 gr.) ...... 
Phenobarbital (44 gr.) ... . 
Hyoscyamine Sulfate ..... 


Also available — 


PHENAPHEN with CODEINE PHOSPHATE '%4 GR. 
Phenaphen No. 2 


PHENAPHEN with CODEINE PHOSPHATE 12 GR. 


Phenaphen No. 
PHENAPHEN with CODEINE PHOSPHATE 1 GR. 
Phenaphen No. 4 


A. H. ROBINS CO., Inc., RICHMOND 20, VA 


Ethical Pharmaceuticals of Merit since 1878 
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NEW TREATMENT 


= 


3 | 


‘Cardilate’ tablets” shaped for easy retention 
in the buccal pouch 


*... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amy! 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 

“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Uan.) 1958. 


*'Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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now... 
unprecedented 


Sulfa 


thera 


4 os 


New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier. Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEX 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 
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SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight: 1.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is reeommended that these dosages 
not be exceeded. 

Tablets: 


Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxy- 
pvridazine. Bottles of 24 and 100 tablets. 


Syrup: 

Each teaspoonful (5 cc.) of caramel-flavored syrup contains 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz. 

1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK tC Lederte ] 
*Reg. US. Pat. Off. 
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practice infant feeding 


Standard formulas for NEWBORNS 


Breast feeding is the procedure of choice for 
the newborn. But it may need to be comple- 
mented with standard formulas given here. 


The first feeding, 12 hours after birth, consists 
of a prelacteal solution of 5° Karo Syrup, one 
or two ounces, repeated at two-hour intervals. 
Breast feeding is started on the second day for 
five-minute intervals and the prelacteal feed- 
ing continued immediately thereafter and 
between nursings. 


Formula feeding is given on the second day if 
breast feeding is denied. The small infant 
prefers the three-hour schedule and the large 
infant the four-hour schedule. 


The initial formula is a low-calorie milk mix- 
ture, gradually increased in concentration 
over several day intervals according to toler- 
ance. Standard formulas for whole cow’s milk 
or evaporated milk modified with diluted 
Karo Syrup as shown here, constitute the 
dietary regimen for well newborns. 


First formulas for newborns, 
concentrated according to tolerance 


Evaporated Milk Formulas: 3 oz. q 4h x 6 feedings 
FORMULA FORMULA FORMULA 
12.5 cals./oz. 16 cals./oz. 20 cals./oz. 

Evap. Milk .. 402 5 oz. 6 oz. 

14 oz. 13 oz. 12 oz. 

Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 


Whole Cow’s Milk Formulas: 3 1/2 oz. q 4h x 6 feedings 
FORMULA I FORMULA Il FORMULA Ill 
11 cals./oz. 11.5 cals./oz. 13.5 cals./oz. 


Whole Milk. . 8 oz. 9 oz. 10 oz. 
12 oz. 11 oz. 10 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 


ADVANTAGES OF KARO IN INFANT FEEDING 


Composition: Karo is a su- 
perior maltose-dextrin mixture 
because the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no digestion. 


Concentration: Volume for 
volume Karo furnishes twice as 
many calories as similar milk 
modifiers in powdered form. 


P urity: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 
much as expensive milk modifiers 
and is available at all food stores. 

Medical Division 
he CORN PRODUCTS REFINING COMPANY 
%en0° 17 Battery Place, New York 4,N.Y. 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 
t.i.d. Syrup—3-6 years, one tsp. 
t.i.d.; over 6 years, two tsp. t.i.d. 


for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 


for severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
{1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
Supplied: Tablets, bottles of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
multipie-dose vials. 


Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be used as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 

2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated 
than previously accepted therapy, such as barbiturates. 


But the question arises: which tranquilizer is suitable for children? 


Most of the physicians now using tranquilizers in pediatric practice have found the 
answer to be ATARAX, confirming the conclusions of repeated clinical studies. 


ATARAX is effective in a wide range of pediatric indications. 

ATARAX has produced a “striking response” in a wide range of hyperemotive states.* 
In a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, disciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 
“ATARAX appears to be the safest of the mild tranquilizers. Troublesome side 
effects have not been reported... .”* 


ATARAX offers two pediatric dosage forms. 

ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 
A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 
plicated response. Why not, for the next four weeks, prescribe ATARAX for your 
hyperemotive pediatric patients. See whether you, too, don’t find it eminently 


PEACE mino ATARAX 


* Documentation on request 
(BRAND OF HYOROKYIINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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“Since we put himon NEOHYDRIN he’s been 


able to stay on the job without interruption?’ 


oral 


organomercurial N = Y NG? 


diuretic 
BRAND OF CHLORMERODRIN 


LAKESIDE 
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STEARATE (Erythromycin Stearate, Abbott) 


against staph-, 
Strep- and 
pneumococci 


Indications 

ERYTHROCIN is indicated in treat- 
ing infections caused by staphy- 
locoecei, streptocoeci (including 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 


Dosage 

Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 

In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-ece. bottles. Each 5-ec. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®Fiimtab—Film-sealed tablets, Abbott; pat. applied for. 
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REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You’ll find ERYTHROCIN is highly effective against the majority of coccal infec- 
tions and may also be used to counteract complications from ) 
severe viral attacks. It comes in F'ilmtabs and in Oral Suspension. tt 
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Compocillin-V 


Indications 

for those Against all penicillin-sensitive 
penicillin-sensitive organisms. For prophylaxis and 
organisms treatment of complications in | 


viral conditions. And asa prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 

Depending on the severity of the : 
infection, 125 to 250 mg. (200,000 

to 400,000 units) every four to six 

hours. For children, dosage is de- 

termined by age and weight. 


Supplied 

Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
me. per 5-ce. teaspoonful, in 40-ce. 
and 80-ce. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


units/cc. 16 


14 
Filmtab Compocillin-V 
(Potassium Penicillin V, Abbott) 
| | Uncoated Potassium Penicillin V 
12 
ae Buffered Potassium Penicillin G 
Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study. 
10 
The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
8 ages of FILMTAB COMPOCILLIN-V at ‘2 hour, and at 1 hour. 
6 
4 
2 


4 


Hours 1 2 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 


For children, COMPOCILLIN-V comes in a tasty, banana-flavored (lf t H 
suspension. It’s ready-mixed — stays stable for at least 18 months. 
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Spontin 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 

positive bacterial infections. Clinica] 

and when reports have indicated its effectiveness 
coccal infections against a wide range of staphylococcal, 


hospitalize 
the patient 


streptococcal and pneumococcal infec- 
tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg. Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses OCCU, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 

SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 


802070 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
— cases Where the patients were given little chance of survival. 

During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coccal infections. 

Issentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 
using the drip technique. Dosage may be dissolved in 5‘« dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 

1 successful short-term therapy for acute or subacute endocarditis 

2 new antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coccal strains 

3S = antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 

4 bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life (1p P it 


of one of your patients—does your hospital have it stocked? 
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New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. , 


For angina patients— perhaps the next one who 
enters your office—won’t you consider new 
CARTRAX? This doubly effective therapy combines a 
PEIN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. | 
Thus CarTRAX relieves not only the anginal pain 

but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow carTrax 

“10” tablets (10 mg. petn plus 10 mg. aTaRax) 3 to 4 times 
daily. When indicated, this may be increased for more 

optimal effect by switching to pink CARTRAX “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use petN preparations 

with caution in glaucoma. ) 

“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”! 


1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
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where there’s a cold 
there’s 


CORICIDIN 


en it’s a simple cold 


CORICIDIN® TABL 


en it’s an all-over cold 


ae CORICIDIN FORTE 
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en infection threatens the cold 


NICILLIN 


when cough marks the cold 


<@® CORICIDIN SYRUP 


© Narcotic for which oral f} is permitted 
© Exempt narcotic 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 
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colds and fever take flight like magic 
with 


CORICIDIN MEDILETS 


(no caffeine) 


color-flecked tablets for relief of sneezes, 


sniffles, congestion and fever of children’s colds 
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CORICIDI 


on Rx only 


for “‘get-up-and-go”’ 
METHAMPHETAMINE 


e buoys spirits « potentiates pain relief « aids 


decongestive action 


for stress support VITAMIN C 


¢ supplements illness requirements « bolsters 


resistance to infection 


for extra relief ANTIHISTAMINE 


¢ higher dosage strength « optimal therapeutic 
benefit « virtually no side effects 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


CN-J-328 


gets patients up 


FORTE 


Each red and yellow CORICIDIN FORTE 
Capsule provides: 


CHLOR-TRIMETON® Maleate. . 4 mg. 
(chlorprophenpyridamine maleate) 


Salicylamide ....... . 0.19 Gm, 
Phenacetin. ...... 0.13 Gm. 
Ascorbic acid. . ..... 50 mg. 
Methamphetamine 

hydrochloride. 
On Rx and cannot be refilled without 
your permission 
dosage 
One capsule every four to six hours. 
packaging 
Bottles of 100 and 1000. 


CoRICIDIN,® brand of analgesic-antipyretic. 
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QUALITY / RESEARCH 


In addition to rapid clinical re- 
sponse, ‘Ilotycin’ provides the 
important advantages only a bac- 
tericidal antibiotic can give you. 
‘Ilotycin’ effectively eliminates 
strep. carrier states, directly kills 
pathogens to prevent the emer- 
gence of resistant strains, and of- 
fers maximum assurance against 
spread of infection. 


ELi LILLY AND COMPANY 
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ANTIBIOTIC 


the bactericidal action makes the difference 


Also consider ‘Ilotycin’ for safer 
therapy. Allergic reactions follow- 
ing systemic treatment are rare. 
Bacterial flora of the intestine is 
not significantly disturbed. 

You can achieve more complete 
antibiotic therapy with ‘[lotycin.’ 

Usual adult dosage is 250 mg. 
every six hours. 


6, INDIANA, U.S.A. 
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BRAIN TUMORS IN CHILDREN* 
PuHiuip D. Gorpy, M.D., Livio OLMEDO, M.D. and RAYMonp W. HILLYArp, M.D. 


The diagnosis and treatment of brain 
tumors in children presents vastly different 
aspects than does the tumor problem in the 
adult. Because of the special aspects of 
tumor diagnosis, treatment, tumor type and 
prognosis, a discussion of brain tumors in 
children is felt to be of value. Particular 
emphasis will be placed on diagnosis in 
order that the pediatrician and general 
physician will have reemphasized for them 
the signs and symptoms which may lead to 
an early diagnosis of brain tumor. 


A high index of suspicion plus the 
thorough acquaintance with the significant 
early signs of tumor will enable the initial 
examining physician to make what is oft- 
times a difficult differential diagnosis. Brain 
tumor is not a rare condition but is a rather 
common problem. Delay in diagnosis and 
treatment may result from the fact that the 
tumors may mimic many of the common 
disorders of childhood such as gastro-in- 
testinal involvement with persistent vomit- 
ing. This, coupled with the fact that the 
physician may not realize the frequency of 
brain tumor, can lead to a significant delay 
in establishing the diagnosis and instituting 
treatment. 


GENERAL SYMPTOMATOLOGY 


The signs and symptoms of increased in- 
tracranial pressure are the most frequently 
observed manifestations of brain tumors in 
children. This stems from the fact that 
about sixty or seventy percent of all intra- 
cranial tumors in children are located in the 
posterior fossa.” This produces a block of 
the cerebro-spinal fluid pathways with in- 
creased intracranial pressure as one of the 
early signs. In dealing with children, and 
particularly the younger child, the history 
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of headache, diplopia and certain other sub- 
jective feelings may be unobtainable. It is 
important therefore, that the significance of 
the following clinical manifestations of in- 
creased intracranial pressure not be over- 


looked. 


Headache — Headache is one of the most 
significant complaints in children as well as 
in adults. One should regard the complaint 
of headache in a child with a high index of 
suspicion. If the child is old enough to de- 
scribe the headache, it may be found to be 
generalized or suboccipital in_ location. 
However, in the younger child it may sim- 
ply lead to marked irritability, restlessness 
and crying. 


Vomiting — Vomiting is probably one of 
the most significant signs encountered in 
children with tumors. The vomiting is sec- 
ondary to increased intracranial pressure. 
It may be projectile in nature, but this is 
not necessarily the case. It frequently is 
not associated with food intake and may 
occur in the early morning. The misinter- 
pretation of this most important sign leads 
to the most common error in differential 
diagnosis. These children frequently are 
studied and treated for some period of time 
as varying types of gastro-intestinal dis- 
orders. Obviously, not all children with 
vomiting harbor a brain tumor but the in- 
dex of suspicion should be sufficiently high 
to lead to a search for other signs and the 
carrying out of any indicated diagnostic 
studies to rule this possibility in or out. 


Papilledema — Papilledema is one of the 
pathognomonic signs of increased intra- 
cranial pressure which will lead immediately 
to the diagnosis of a brain tumor. It is 
highly important that a funduscopic exam- 
ination be carried out whenever such a 
lesion is suspected. Even though the head 
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may expand in the very young child, thus 
affording some decompression, papilledema 
may nevertheless develop. 


Head Enlargement — The head will en- 
large in the young child in response to in- 
crease in intracranial pressure by spreading 
of the suture lines. This produces a “cracked 
pot” sound on careful percussion of the 
skull. In addition to the widened suture 
lines, the bulging fontanelle may be easily 
palpated. This is the same mechanism 
which causes expansion of the skull in re- 
sponse to the increased intracranial pressure 
of hydrocephalus, not on a neoplastic basis. 
Special diagnostic studies are necessary to 
determine the cause of the expanding head. 


In addition to these signs of generalized 
increase in intracranial pressure there are 
certain focal neurologic signs which also 
should lead to the suspicion of an intra- 
cranial tumor. Since, as has been men- 
tioned, the largest share of tumors in chil- 
dren are in the posterior fossa, these signs 
will therefore relate primarily to the cere- 
bellum and neighboring structures. 


Ataxia — Ataxia is one of the commonest 
manifestation of cerebellar involvement. 
The ataxia is of a particular type known as 
truncal ataxia. The entire picture is often 
referred to as the vermis syndrome. The 
gait is primarily affected with a wide based, 
staggering ataxic gait with falling to either 
side or backward. The signs of peripheral 
ataxia may be minimal or absent. 


Nystagmus — Nystagmus may be seen 
with the more laterally placed tumors such 
as the astrocytoma of the cerebellar hemi- 
sphere and is occasionally present with the 
vermis type of tumor. It is usually a lateral 
nystagmus. It may be entirely absent in 
the more frequent vermis or fourth ventricle 
tumor. 


Head Tilting and Nuchal Rigidity — The 
child with a posterior fossa tumor fre- 
quently carries the head tilted toward the 
side of the tumor, presumably to release the 
tension on the dura and nerve root struc- 
tures. As Walsh has pointed out, the head 
may tilt to either side, depending on the 
particular combination of extraocular 
muscle palsy present. This mechanism 
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serves to decrease the diplopia. It is not 
commonly recognized that stiffness of the 
neck and difficulty in forward flexion of the 
neck is a frequent and highly significant 
sign of posterior fossa tumor in children. 
This stiffness is produced due to traction of 
the pain sensitive structures at the base 
and, particularly in ependymomas of the 
fourth ventricle, the tumor may extend 
down into the cervical spinal canal beneath 
the atlas and axis producing compression in 
the upper cervical spinal cord and nerve 
roots. This may lead to the erroneous 
diagnosis of poliomyelitis or meningitis. 


Isolated Cranial Nerve Palsies—A VI 
nerve palsy is the most commonly seen 
cranial nerve palsy. This is not a localizing 
sign, but is ordinarily a sign relating to in- 
creased intracranial pressure. The VI nerve 
has the longest course beneath the brain 
stem and is presumably stretched due to 
the displacement of tissues in response to 
the increase in intracranial pressure pro- 
ducing an internal strabismus. A III nerve 
palsy may occasionally be seen. 


Convulsive Seizures — The usual type of 
seizures seen in children with either gen- 
eralized or focal clonic movements is not 
commonly seen in the presence of brain 
tumor. So called cerebellar fits with opis- 
thotonous and retraction of the head with a 
deverebrate type of picture and abnormali- 
ties of respiration and circulation may be 
seen. 


Motor and Sensory Disturbances—In the 
cerebral hemisphere tumors in children one 
may see the various manifestations with 
which we are more familiar in the adult 
patient. Focal weakness of an extremity 
with a paretic type of ataxia and possibly 
a hemiparetic gait may occur. Sensory dis- 
turbances are difficult or impossible to de- 
tect with tumors in this location; focal 
seizures or generalized convulsive seizures 
take on a greater significance. Aphasia may 
be present. 


Multiple Cranial Nerve Palsies—Multiple 
cranial nerve palsies, particularly in the 
presence of long tract sensory or motor 
signs, are significant. The onset of a mixed 
picture such as this with one or both VI 
nerves involved, a facial palsy and perhaps 
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involvement of the lower cranial nerve 
group plus pyramidal tract signs and ataxia 
is the fully developed picture of a brain 
stem tumor. Not infrequently this picture 
is erroneously attributed to an encephalitis. 
Careful studies should be carried out to rule 
out the possibility of a brain stem tumor in 
view of the vast difference in treatment and 
prognosis. 


The following is a brief outline of the 
more important brain tumors seen in chil- 
dren. 


TUMOR TYPE AND LOCATION 


A. Cerebellum 
1. Astrocytoma 
a. Vermis 
b. Hemisphere 
2. Medulloblastoma—Vermis 
3. Hemangioblastoma—Hemisphere 
4. Ependymoma—IlV Ventricle 


B. Cerebral Hemisphere 
1. Ependymoma 
2. Meningioma 
3. Astrocytoma 
4. Oligodendroglioma 


C. Pituitary Region 
1. Craniopharyngioma 
2. Glioma 


D. Optic Nerve and Retina 
1. Glioma and Optic Nerve 
2. Retinoblastoma 


E. Tumors of Skull 
1. Eosinophilic granuloma 
2. Osteoma 


F. Metastatic Tumors 
1. Neuroblastoma 


THE MOST FREQUENTLY EN- 
COUNTERED BRAIN TUMORS 
IN CHILDREN 


MEDULLOBLASTOMA 


The medulloblastoma results from the 
growth of embryonal cells in the region of 
the vermis. The tumor is usually confined 
to the vermis but may extend for varying 
distances into the adjoining cerebellar hemi- 
sphere. The tumor in this midline location 
eventually enlarges to such an extent, that 


DELAWARE STATE MEDICAL JOURNAL 27 


it blocks the IV ventricle producing an ob- 
structive hydrocephalus with increasing in- 
tracranial pressure. The presence of the 
tumor in the midline vermis plus its exten- 
sion into the IV ventricle and aqueduct pro- 
duce the two main clinical manifestations. 
Typically, the little patient with such a 
lesion may begin to develop insidiously, but 
nevertheless rapidly, difficulty in walking 
with staggering and falling. There is pro- 
gressive inability to maintain balance as the 
condition progresses. Either preceding or 
developing concurrently with this truncal 
ataxia, the child may begin to vomit. Char- 
acteristically, this occurs in the morning 
and may not be associated with food in- 
take. The vomiting then becomes persistent 
and severe. The child is irritable, fretful 
and is obviously extremely ill; if old enough, 
he may complain of headache and diplopia. 
These signs and symptoms are pathogno- 
monic of a midline vermis tumor. The pa- 
tient should be referred promptly for fur- 
ther diagnostic studies and appropriate 
treatment. 


The medulloblastoma is probably the 
most malignant and rapidly growing of any 
of the intracranial tumors in childhood. It 
commonly seeds throughout the subarach- 
noid spaces both up over the hemispheres 
and down along the spinal axis. For the 
best palliative effort, therefore, the child 
must have treatment instituted promptly. 
The neurologic study of the patient with a 
medulloblastoma begins with a detailed 
neurologic examination. The examination 
may reveal the head to be slightly enlarged 
and the typical cracked pot sound may be 
present. One or both VI nerves may be in- 
volved producing an internal strabismus. 
Papilledema is very frequently present. As 
has been mentioned, peripheral ataxia may 
be absent but there is marked truncal ataxia 
of varying degree. There are no sensory 
changes. The motor disabilities are pri- 
marily in the co-ordination sphere and or- 
dinarily no weakness or paralysis is noted. 


X-rays of the skull should be obtained. 
These frequently will show spreading of the 
suture lines with occasional increase in digi- 
tal markings. Spinal tap is contra-indicated 
in all posterior fossa tumors and should not 
be resorted to as a diagnostic measure. 
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Ventriculogram is the next study in se- 
quence which follows these preliminary in- 
vestigations. This study should be per- 
formed only when there are preparations to 
either carry out definitive surgery or intro- 
duce a ventriculostomy drainage tube if the 
diagnosis is confirmed. Radical alterations 
in intracranial pressure relationships may 
result, and disastrous consequences follow if 
these preparations have not been made. 
Ventriculography is the safest and most in- 
formative of the various contrast studies to 
be used. At the operating table, the ven- 
tricle is found to be enlarged and under 
markedly increased pressure. Following the 
exchange of air and fluid, the ventriculo- 
graphic films reveal a dilated ventricular 
system with absence of filling of the IV ven- 
tricle and part of the aqueduct. Occasion- 
ally some of the air will encircle the upper 
pole of the tumor outlining this in the ven- 
triculographic film. 


Ventriculostomy may be used preliminary 
to definitive surgery in order to decompress 
the ventricular system and lessen the opera- 
tive risk. However, this is a matter of judg- 
ment in the individual case. The definitive 
treatment of the medulloblastoma is a com- 
bination of appropriate surgical attack upon 
the tumor itself and x-ray therapy following 
this. It is essential that the tumor type be 
confirmed since otherwise a midline astro- 
cytoma may be misdiagnosed and subjected 
to x-ray therapy alone, rather than a more 
appropriate surgical attack. Therefore, 
suboccipital craniectomy is carried out with 
exposure of the vermis and IV ventricle. A 
purplish gray tumor which is quite vascular 
is disclosed easily and the largest portion of 
this can be removed with a combination of 
suction and piecemeal dissection. It is im- 
portant that the lower end of the aqueduct 
be unblocked in order to re-establish spinal 
fluid circulation. This is the essential part 
of the surgical treatment. Following com- 
pletion of this and healing of the wound, 
x-ray therapy is then applied. Ingraham 
and Matson suggest 3,000 r to the posterior 
fossa, using 15 to 20 treatments through 3 
portals. 2,000 to 3,000 r is then given frac- 
tionally to the rest of the cerebrospinal 
axis.” It is important that not only the site 
of the tumor itself be irradiated, but the 
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la. A-P ventriculogram showing dilated lateral and_ third 
ventricles in medulloblastoma. 


lb. Lateral view of same. Arrow points to site of block in 
aqueduct. 


various portions of the cerebro-spinal sub- 
arachnoid pathway to which this tumor 
may metastasize. 


Following this combined method of treat- 
ment, an average survival period of two to 
two and one-half years may be realized. 
There are occasional longer survivals. Among 
the children’s tumors treated surgically at 
the Delaware Hospital, there are two medul- 
loblastomas whose survival period have been 
eight and seven years. The child who has 
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had the seven year survival has had a sec- 
ond operation plus a second course of x-ray 
therapy and is again asymptomatic. The 
child with the eight year survival period 
has never had any signs of recurrence since 
her original surgery and x-ray therapy. 
This tumor is not curable with our present 
methods of treatment, but significant de- 
grees of palliation can be obtained. 


The following case history illustrates a 
satisfactory long term survival of a patient 
with a medulloblastoma: 


The patient was a four-year-old white 
girl who was first seen on December 12, 
1949, for a complaint of turning-in of the 
right eye. This had been present about one 
month. The child had had no headache or 
visual complaint. The mother felt that she 
might have fallen more frequently than had 
been usual for her. Otherwise, she was in 
good health. 


Neurologic examination revealed a co- 
operative child who was markedly unsteady 
in her gait and tended to stagger to the 
left side. The cranial nerve examination re- 
vealed a right external rectus palsy with 
nystagmus on lateral gaze to either side. 
This was more noticeable on the right side. 
There seemed to be slight lagging of eleva- 
tion of the left corner of the mouth. The 
motor examination revealed a positive Rom- 
berg with unsteadiness on walking around a 
central object. This was most marked on 
walking to the left. There was bilateral 
ataxia on heel-to-toe test. There was no 
specific reflex abnormality. 


The clinical diagnosis was a midline cere- 
bellar tumor, probably a medulloblastoma. 
X-ray examination of the skull revealed 
marked widening of the sagittal, coronal 
and lambdoidal sutures. There were no 
other abnormalities seen in the skull x-ray. 
Because of rapid deterioration in the pa- 
tient’s condition, ventriculography was done 
on December 21, 1949, revealing dilated 
ventricles under markedly increased pres- 
sure. The dome of the tumor could be seen 
projecting in the fourth ventricle. Cranio- 
tomy was done immediately with removal 
of approximately 95% of a purplish, red- 
dish-gray tumor occupying the vermis and 
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fourth ventricle. The aqueduct was un- 
blocked satisfactorily. 


This patient had a fairly benign post- 
operative course. A course of x-ray therapy 
was given. She was discharged on January 
13, 1950 and has been followed in the office 
constantly since this time with gradual im- 
provement of her mild post-operative resi- 
dual findings. She retained a permanent 
left external rectus palsy. A mild facial 
weakness which was present post-opera- 
tively gradually cleared. In 1955 a muscle 
shortening operation was carried out to cor- 
rect the strabismus. She has continued to 
do well and at the present time is com- 
pletely asymptomatic and has no neuro- 
logic signs except for the residual extra- 
ocular muscle palsy. 


CEREBELLAR ASTROCYTOMA 


The cerebellar astrocytomas are the sec- 
ond of the two most significant groups of 
brain tumors in childhood. They have a 
much more favorable outlook than the me- 
dulloblastoma. The manifestations may be 
very similar, particularly if the tumor is 
primarily located within the vermis. The 
peak incidence of this tumor is reported by 
Ingraham and Matson to be between five 
and eight years.’ In a series of reports by 
Cuneo and Rand, sixteen cases were located 
within the cerebellum.' Of these, nine were 
vermis in location and seven occupied either 
the right or the left cerebellar hemispheres. 
The astrocytoma tends frequently to be 
cystic with a mural nodule. This permits 
incision of the nodule with a significant de- 
gree of long survival or cure. Occasionally 
the tumor may extend upward into the 
brain stem, making it difficult to remove the 
tumor entirely. 


The clinical picture is very similar to 
that presented by the medulloblastoma. The 
signs and symptoms of increased intra- 
cranial pressure are prominent, and the 
child begins to complain of headache, pos- 
sibly diplopia and develops a staggering 
gait. This picture develops over a somewhat 
longer period of time than does that seen 
with the medulloblastoma. 


The same manifestations may be seen on 
the diagnostic studies. In view of the fact 
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that this is a more slowly growing tumor, 
there may be more definitive alterations in 
the skull x-ray with a greater frequency of 
widening of the suture lines and increased 
digital markings. Though a more slowly 
progressing history may suggest a cerebellar 
astrocytoma, the actual differentiation 
must be an operative one with pathologic 
confirmation. Because these tumors are 
relatively benign with a better prognosis 
than is presented by the medulloblastoma, 
it is essential that surgical confirmation be 
performed on any midline cerebellar tumor, 
prior to the institution of x-ray therapy. 
The treatment of the astrocytomas is sur- 
gical and because of the nature of these 
tumors a complete removal may be entirely 
feasible. X-ray therapy has no significant 
effect. 


EPENDYMOMA 


Ependymomas of the IV ventricle are, 
though less common than the meullo- 
blastoma and astrocytoma, nevertheless an 
important group in children. These tumors 
are of an intermediate grade of malignancy. 
They arise from the ependymal lining of the 
IV ventricle and tend to fill the entire IV 
ventricle and aqueduct, lateral recess of the 
IV ventricle and may extend down into the 
upper cervical spinal canal. They present a 
technical hazzard because the attachment of 
the tumor to the floor of the IV ventricle 
can ordinarily not be removed and any 
manipulation of this region may produce 
serious disorders of respiration on the oper- 
ating table. 


The clinical picture varies somewhat from 
the ones previously described. The prom- 
inent manifestations are those of increased 
intrancranial pressure with gradually in- 
creasing headache, usually present in the 
morning. Vomiting is a frequent accom- 
paniment. In addition VI nerve palsies may 
be seen as a manifestation of increased 
pressure. Cranial nerve signs are usually 
not prominent but truncal ataxia and other 
cerebellar signs may be present. One of the 
important features which should be recog- 
nized is the stiffness of the neck which fre- 
quently is present as a result of prolonga- 
tion of this tumor into the upper cervical 
spinal canal. This may lead to the erron- 
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eous diagnosis of poliomyelitis or menin- 
gitis. In the series of eighty-three proven 
cases of intracranial tumors in children re- 
ported by Cuneo and Rand, six were classi- 
fied in the ependymoma group (7.3%.') 
These tumors, as do the medulloblastomas, 
may seed throughout the subarachnoid sys- 
tem. In addition, they are difficult to re- 
move because of the attachment to the floor 
of the IV ventricle. 


The special diagnostic studies may reveal 
essentially the same findings as those pre- 
sented in the previous two tumor types. 
There is radiologic evidence of increased in- 
tracranial pressure with spreading of the 
suture lines and frequently increase in the 
digital markings. Ventriculography reveals 
the same picture of dilated lateral and III 
ventricles with blocking of the aqueduct 
and IV ventricle. Occasionally, air may par- 
tially encircle the tumor permitting visual- 
ization of its upper pole in the IV ventricle. 
Surgical removal is accomplished in the 
same fashion as has been described. These 
tumors are moderately sensitive to x-ray 
and Ingraham and Matson recommend a 
dosage of 3,000 r following removal of all of 
the tumor with the exception of the ependy- 
mal attachment.’ 


GLIOMAS OF THE BRAIN STEM 


The tumor types seen in this location are 
the astrocytoma, spongioblastoma unipolare 
and mixed gliomas.’ The clinical manifesta- 
tions of these tumors vary significantly from 
those previously described. Due to the loca- 
tion of the tumor within the brain stem it- 
self, increased intracranial pressure is long 
delayed. Therefore, these children do not 
complain of headache and vomiting initially 
and papilledema is ordinarily not seen on 
examination. The typical clinical picture is 
made up of a combination of cranial nerve 
palsies and involvement of the long descend- 
ing tracts. In a child who reveals multiple 
bilateral cranial nerve abnormalities with 
involvement of the pyramidal tracts, ataxia, 
and no signs of increased intracranial pres- 
sure, one should strongly consider the possi- 
bility of a brain stem glioma. This lesion is 
frequently erroneously diagnosed as bulbar 
poliomyelitis, encephalomyelitis, meningitis 
or cerebral palsy. Because of the location of 
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this tumor, it is completely inoperable. Bi- 
opsy specimens, of course, cannot be ob- 
tained from this location. The diagnosis is 
clinical and is confirmed by pneumo-en- 
cephalography. Plain x-rays of the skull do 
not reveal any of the radiologic signs of in- 
creased intracranial pressure which have 
been discussed before. With the absence of 
any radiologic or clinical signs of increased 
intracranial pressure, a spinal tap may 
safely be performed. This may show some 
increase in protein and cell count though 
they are not usually significantly elevated. 
Pneumo-encephalography is a_ definitive 
study. In an air encephalogram showing 
adequate filling, the tumor may be diag- 
nosed with certainty because of the increase 


2a. Normal pneumoencephalogram revealing normal width of 
brain stem between pontine cistern and floor of IV 
ventricle. 


2b. Pneumoencephalogram revealing widening of the pons 
indicative of a pontine tumor. Thickened pons its indi- 
cated between arrows. (Cf. Fig. 2a) 
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in the distance between the floor of the IV 
ventricle and the pontine cistern. Ordinarily 
this should not exceed three and one-half 
centimeters. In the presence of a brain stem 
glioma this distance is considerably widened. 
Surgical exploration is not indicated. 


X-ray therapy is the treatment of choice. 
However, this is purely palliative and gives 
only temporary benefit. 3,000 r to the area 
involved is the usual x-ray dosage. The 
usual survival time as reported by Ingraham 
and Matson is less than one year. 


The following case history illustrates the 
usual course of a brain stem glioma: 


This six-year-old white boy was admitted 
to the Delaware Hospital on May 27, 1955, 
for neurologic evaluation and treatment. He 
had been in a normal state of health until 
early April. At this time, staggering gait 
and left-sided motor weakness was first 
noted. His difficulty in walking became in- 
creasingly more severe and he was admitted 
to another hospital for treatment. He was 
discharged on April 27, 1955 with no defi- 
nite findings to explain the admitting com- 
plaint. By the middle part of May, he had 
begun to deteriorate rapidly, exhibiting in- 
creasingly unsteady gait with inability to 
stand, right-sided facial weakness and 
dysarthria. Personality disturbance, fever 
and incontinence of urine were also noted. 


On admission to the hospital he appeared 
both chronically and acutely ill. He was 
oriented and responded to commands and 
requests but exhibited a severe dysarthria. 
Swallowing difficulty was present. 
The pupils were equal and reacted to light. 
The extraocular movements revealed a right 
medial rectus palsy with the right lateral 
rectus partially involved. There was also 
weakness of left lateral gaze. The combina- 
tion of these extraocular muscle palsies was 
strongly suggestive of involvement of the 
medial longitudinal fasciculus in the brain 
stem. There was no papilledema. There was 
right facial weakness involving both the up- 
per and lower portions of the face but more 
marked in the lower portion. His hearing 
was normal. There was weakness of palatal 
elevation and a severe dysarthric speech. 
Swallowing difficulty was severe. The tongue 
protruded in the midline. 
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Sensation appeared to be normal except 
for some decrease in the left arm and hand. 


The motor system revealed weakness and 
cerebellar ataxia on the left side with a very 
mild ataxia and dysmetria on finger-to-nose 
test and on rapid alternating movements. 
To some extent there was also ataxia on the 
right upper extremity although this was not 
as marked. The extremities were hypotonic 
and it was impossible for the patient to 
stand or walk without assistance. He had a 
wide based ataxic gait. The deep-tendon 
reflexes were hyperactive with a bilateral 
Hoffmann, Babinski and Chaddock response 
bilaterally. There was bilateral, sustained 
ankle clonus. 


This combination of neurologic findings 
strongly suggested a brain stem tumor. The 
electroencephalogram showed a left temp- 
oral slow wave focus suggesting the possi- 
bility of upward extension into the temporal 
lobe. X-rays of the skull were within nor- 
mal limits. 


On June 7, 1955, the patient was sub- 
jected to combined ventriculogram and 
lumbar pneumo-encephalogram. These films 
revealed a widening of the pons confirming 
the diagnosis of a brain stem tumor. 


The patient’s condition deteriorated rap- 
idly. X-ray treatment was carried out 
through four portals with a total tumor 
dose of 5,000 r in seven weeks. The patient 
improved very satisfactorily following x-ray 
therapy. However, just prior to Christmas 
1955, his condition began to rapidly de- 
teriorate again. Tube feeding became neces- 
sary. Further x-ray therapy was not thought 
advisable and he expired on January 7, 
1956. 


GLIOMAS OF THE CEREBRAL 
HEMISPHERE 


These tumors are reported by Ingraham 
and Matson to have an incidence of ten to 
fourteen percent of childhood tumors.° The 
most common tumor type is either astro- 
cytoma or ependymoma. Occasional mixed 
gliomas are encountered. The signs of in- 
creased intracranial pressure with headache, 
vomiting and papilledema are frequently 
present. In addition, one does not see cere- 
bellar signs, but on the contrary there may 
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be varying degrees of motor weakness of the 
side opposite the lesion. There may be a 
mild hemiparesis with awkwardness in the 
use of the hand on that side. Sensory dis- 
turbances are difficult or impossible to elicit, 
at least in the younger child. In this group 
of tumors, convulsive seizures are of sig- 
nificance. Todd’s post-ictal paralysis may 
be present following a series of Jacksonian 
seizures and gives a clue as to the location 
of the lesion. Personality changes may 
occur. 


Here again, the erroneous conception that 
brain tumors are an uncommon lesion may 
lead to error in the diagnosis. Poliomye- 
litis, cerebral palsy and epilepsy are among 
the uncritical diagnoses which may be put 
forward. Ingraham and Matson state that 
“in this age group objective diagnostic pro- 
cedures should be employed freely for mini- 
mal indications.” In these tumors, the 
electro-encephalogram may be of some 
benefit, revealing abnormal slow activity on 
the side of the lesion. 


Diagnostic studies may reveal calcifica- 
tion in these tumors, thus giving an accur- 
ate localization and making further diag- 
nostic measures unnecessary. However, in 
the absence of calicification, ventriculog- 
raphy or occasionally arteriography is in- 
dicated. Depending on the location, these 
tumors will reveal a significant alteration in 
the air shadow or in the vascular pattern. 
In this group of tumors, increase in the 
digital markings of the skull, separation of 
the suture lines or occasionally erosion of 
the dorsum sellae and sphenoid ridge may 
be seen. 


Following accurate localization of the 
lesion, surgical removal is, of course, in or- 
der. This is accomplished through an osteo- 
plastic flap with as complete removal of the 
tumor as is possible. The employment of 
x-ray therapy will depend on the individual 
case and the tumor type. Two recent 
ependymomas of the cerebral hemisphere in 
our series of children’s tumors have been ac- 
companied by heavy calification in the 
tumor. The case history of one of these 
tumors follows: 


This eleven-year-old white girl was ad- 
mitted to the Delaware Hospital on August 
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28, 1957. The parents stated that she had 
had headache for several months with occa- 
sional vomiting. Apparently, this had not 
been severe enough to alarm them and was 
at first thought to be due to a gastro-in- 
testinal problem. Just prior to her hospital 
admission, she accompanied her parents on 
a trip to the West Coast. Immediately on 
return, they noted that she seemed to be 
unable to see objects which were close at 
hand. If she were asked to pick up some- 
thing, she would look around without see- 
ing where it had been. Initially, it was 
thought that she was joking but it was then 
realized that she actually was having severe 
difficulty in seeing. She was examined by 
an ophthalmologist following this and found 
to have bilateral papilledema. 


On admission, the patient was clear and 
cooperative. She complained of severe head- 
ache and difficulty in vision. She was com- 
pletely oriented and showed no evidence of 
aphasia. The cranial nerve examination re- 
vealed bilateral papilledema, more severe on 
the right, of about two to three diopters. 
Vision was markedly reduced to gross test- 
ing. The pupils were dilated but did re- 
act to light. The ocular movements were 
normal. The remaining cranial nerves were 
normal. Sensory examination over the body 
revealed no deficits in any sensory modality. 
The motor examination revealed equal 
strength with normal coordination. There 
was no weakness. Gait and station were 


3. Lateral x-ray showing flaky calcification in an ependy- 
moma of the occipital lobe. 
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normal. The deep-tendon reflexes were 
within physiologic limits. 


The clinical history coupled with the find- 
ing of bilateral papilledema was thought to 
be diagnostic of brain tumor. X-rays of the 
skull were obtained and these revealed 
markedly increased intracranial pressure as 
evidenced by severe spreading of the suture 
lines. In addition, there was a flaky calci- 
fication which was approximately spherical 
and occupying a position in the right occi- 
pital lobe. This appearance was felt to be 
compatible either with an ependymoma, 
astrocytoma or possibly an oligodendrogli- 
oma. An electro-encephalogram was done 
revealing a markedly abnormal record with 
high voltage slowing on both sides but most 
marked in the right occipital region. This 
was considered to indicate a right occipital 
lobe mass lesion. An ophthalmological ex- 
amination disclosed a left homonymous 
field defect. 


These findings indicated a large tumor in 
the right occipital region of a slow-growing 
nature. In view of the calcification in the 
skull x-ray, contrast studies were not indi- 
cated. On September 2, 1957, a right occi- 
pital craniotomy was performed. A large 
solid tumor was removed from the right 
occipital lobe. Immediately beneath this 
tumor, and occupying a position between it 
and the ventricle, was a large cystic mass 
containing 30 to 40 cc. of dark brownish 
fluid, presumably old blood. A total removal 
was accomplished. 


This patient’s post-operative convales- 
cence was complicated only by a tachy- 
cardia during the first twenty-four to forty- 
eight hours. This was brought under con- 
trol easily. Her subsequent post-operative 
course has been uneventful. Post-operative 
visual fields revealed a completely normal 
field of vision on the right with the left 
showing a large central scotoma continuous 
with a complete temporal cut. There was 
some construction of the remaining nasal 
field. Visual acuity has improved in the 
right eye to 20 40. The left eye revealed 
finger-counting at three feet. The headaches 
have completely disappeared and the pa- 
tient has now returned to her classes in 
school. 
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4. Post-operative photograph of patient showing occipital 
scalp incision. 


CRANIOPHARYNGIOMA 


This tumor commonly occurs in the first 
and second decades and there is approxi- 
mately a five to thirteen percent incidence 
among children’s brain tumors.’ It is highly 
important that these lesions be disclosed be- 
fore irreversible damage to the visual ap- 
paratus has occurred, The symptomatology 
divides itself naturally into three categories. 
These abnormalities of function stem from 
the location of the tumor and its effect on 
the surrounding structures. The tumor re- 
sults from epithelial rests of the evagina- 
tion from the pharynx known as Rathke’s 
pouch and these tumors are therefore also 
known as Rathke’s pouch cysts. These rests 
may be seen at a point along the pituitary 
stalk. Metabolic and endocrine dysfunction 
may be seen as a result of interference with 
pituitary function. These children may be 
underdeveloped indicating interference with 
growth hormone. In addition, there may be 
signs of hypothalamic involvement with dia- 
betes insipidus as a result of interference 
with the supra-optic hypo-physical tract. 
Abnormal somnolence may be seen as well 
as disturbances of temperature regulation. 
The third general group of disturbances in 
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function concerns itself with visual abnor- 
malities. Since these tumors are usually 
suprasellar in location, they may project 
upward into the III ventricle and project 
downward in an asymmetric fashion to in- 
volve one or both optic nerves and the 
chiasm. The visual field defects, therefore, 
may be more irregular than are those seen 
with chromophobe adenoma of the pituitary 
gland. Homonymous hemianopsia may be 
seen as well as irregular bitemporal field de- 
fects. Optic atrophy and occasionally papil- 
ledema may be seen. 


The child, of course, may be totally un- 
aware of any of these difficulties including 
the visual abnormalities. It is, therefore, 
highly important that the examining phys- 
iclan recognize the signs of physiologic dis- 
turbance in this area. X-rays of the skull 
may reveal the radiologic signs of increased 
intracranial pressure. In addition, there is 
a reported incidence of sixty to seventy per- 
cent of suprasellar calcification in these 
tumors. Ventriculography is the procedure 
of choice in demonstrating the size and ex- 
tent of this tumor mass. On satisfactory 
ventriculograms, the tumor may be seen 
projecting up into the III ventricle if the 
cyst is large. 


These tumors must be treated surgically. 
Because they are frequently extremely ad- 
herent to surrounding structures including 
the optic nerves, chiasm, hypothalamus and 
carotid arteries, it may be impossible to 
completely remove this mass. However, a 
portion of the cyst can be removed and the 
contents evacuated. This may provide sat- 
isfactory palliation and a long survival 
period. Complete removals are reported, but 
the operator must content himself with par- 
tial removal in the largest number of cases. 
The tumor is not radio-sensitive. 


GLIOMA OF THE OPTIC NERVE 


Glioma of the optic nerve is a rare but 
important tumor entity in children. These 
tumors may be cured if they are detected 
sufficiently early. They are accompanied 
by fairly characteristic signs and symptoms 
which should lead to their early recognition. 
The clinical picture is that of a young child 
who begins to develop a painless protrusion 
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of the eye. Usually, visual loss precedes the 
progressive exophthalmos. However, in the 
very young child, this may not be recog- 
nized until the vision is almost totally lost. 
Examination will reveal varying degrees of 
exophthalmos of the involved eye. The eye 
may be pushed forward, or forward and 
downward. Funduscopic examination may 
in some instances reveal papilledema. How- 
ever, the usual picture is that of primary 
optic atrophy. If vision is seriously im- 
paired, the pupillary light reflex will be in- 
terfered with on the involved side. It will 
be noted that the exophthalmos is not pul- 
sating and that the globe is not reducible. 


The tumor may involve the optic nerve 
primarily within the orbit or it may extend 
to involve the intracranial portion. The 
orbital part of the optic nerve is involved 
most frequently. ‘The tumor may extend as 
far back in the optic nerve as the chiasm. 
This, of course, precludes complete removal 
of the lesion. However, if the optic nerve 
can be amputated intracranially at or in 
front of the chiasm, cure may be accom- 
plished. Enucleation of the globe is usually 
necessary. 


PINEALOMA 


Posterior III ventricle tumors are an im- 
portant segment of the tumor problem in 
children. The most important single tumor 
in this group is the pinealoma. This tumor 
arises from the cells of the pineal gland 
either in the form of a pinealoma or, if made 
up of more primitive cells, the pinealo- 
blastoma. This tumor produces an enlarg- 
ing mass in the posterior portion of the III 
ventricle which, as it extends, tends to block 
the cerebro-spinal fluid pathway at the up- 
per end of the aqueduct. An internal hydro- 
cephalus is thus produced with the classical 
signs of increased intracranial pressure, In- 
itially, the neurologic signs may be minimal. 
One interesting finding in this tumor is 
Parinaud’s syndrome in which the patient is 
unable to look upward. This results from 
pressure of the tumor on the collicular plate 
of the midbrain. 


Plain skull x-rays may reveal only widen- 
ing of the suture lines and some increase in 
digital markings. Occasionally there may 
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be thinning of the dorsum sellae. Calcifica- 
tion may be present in these tumors. Ven- 
triculography reveals dilated lateral ven- 
tricles with a filling defect in the posterior 
portion of the III ventricle and absence of 
filling of the aqueduct and IV ventricle. 
This clinical picture plus the roentgen signs 
are diagnostic of a pineal tumor. Occasion- 
ally, this tumor may metastasize and ecto- 
pic pinealomas are reported in the chiasmal 
region.* 


5a. A-P ventriculogram revealing dilated lateral ventricles 
and rounded tumor projecting into dilated third ventricle 
(Arrows) (Pinealoma) 


5b. «waeral ven .riculogram showing large rounded tumor 
occupying the posterior and mid third ventricle producing 
ventricular block. Note calcification in tumor. ( Pinealoma) 
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Because of the location of the pinealoma, 
surgical extirpation carries a_ prohibitive 
mortality. There have been reports of suc- 
cessful removals of pineal tumors by split- 
ting the splenium of the corpus callosum 
and approaching the tumor from above. 
However, due to the surrounding structures 
and the difficulty of obtaining adequate ex- 
posure, it may be impossible to satisfac- 
torily remove the tumor. Since this tumor 
is rather slow growing and is sensitive to 
deep x-ray therapy, an indirect approach to 
the problem may be used with satisfying 
results. The block of the cerebro-spinal 
fluid pathway can be relieved very satisfac- 
torily by performing a Torkildsen proce- 
dure. This procedure by-passes the area of 
the block by means of a rubber catheter 
placed from the lateral ventricle through a 
burr hole and proceeds subcutaneously to 
the sub-occipital region where it is led into 
the cisterna magna. Following the Torkild- 
sen procedure, deep x-ray therapy of the 
tumor is carried out. Satisfactory relief of 
symptoms and long periods of survival may 
thus be obtained. Since any attempt to ap- 
proach this tumor for the purposes of biopsy 
would present the same hazard as exposure 
for the purposes of removal, it is impossible 
to obtain tumor specimens before the insti- 
tution of x-ray therapy. 


6. Lateral x-ray of patient 5 years following insertion of 
Torkildsen tube and x-ray therapy. Patient asmypto- 
matic at present. 


MISCELLANEOUS 


Among the less frequent tumor groups in 
children should be included the metastatic 
tumors. Neuroblastoma may metastasize to 
the cranium and particularly to the orbit. 
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Von-Recklinghausen’s disease, as in adults, 
may present with tumors of varying patho- 
logic type. Among these, the gliomas of the 
optic nerve and tumors of the optic nerve 
sheaths are of importance. Tumors of the 
lymphoblastoma series may also involve the 
orbital or cranial compartment. 


DIFFERENTIAL DIAGNOSIS 


The differential diagnosis of brain tumors 
in children brings in a large array of un- 
related conditions which may mimic or 
mask the signs of brain tumor. Every year 
a number of brain tumor cases are initially 
felt to be victims of poliomyelitis. The re- 
semblance is only superficial. The child with 
poliomyelitis has evidence of a lower motor 
neurone disease with flaccidity of the in- 
volved extremity or muscle group and de- 
creased or absent deep-tendon reflexes. No 
sensory changes are present. There is muscle 
tenderness and pain. Stiffness of the neck 
may be present in either condition but is 
much more prominent in_ poliomyelitis. 
Headache, vomiting and diplopia are not 
ordinarily seen with poliomyelitis. Papille- 
dema is an additional sign of increased in- 
tracranial pressure. The gait distubrance 
and difficulty with balance of the child who 
harbors a posterior fossa tumor cannot 
easily be confused with the gait of the polio- 
myelitic child who shows lower motor neu- 
rone involvement of one or more muscle 
groups. The typical spinal fluid findings 
are helpful in differentiating the two condi- 
tions. The roentgen signs of increased in- 
tracranial pressure are also of great import- 
ance. 


Brain stem tumors may be confused with 
non-specific virus encephalo-myelitis _pri- 
marily involving the brain stem. A steadily 
progressive involvement of the various 
cranial nerve nuclei plus involvement of the 
long tracts in the absence of signs of in- 
flammation should strongly suggest the 
presence of a brain stem tumor. 


Another interesting differential problem 
involved the arterio-venous anomalies which 
may be seen in children. There have been 
two extensive arterio-venous anomalies in 
our series of cerebral lesions in children. 
These produced diffuse cerebral swelling 
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with papilledema and ventriculographic de- 
fects suggesting brain tumor. If there is a 
past history of seizures and the presence of 
a developing neurologic lesion, a non-neo- 
plastic lesion such as an arterio-venous 
anomaly might be suspected in contradis- 
tinction to a tumor. 


Subdural hematoma both in infants and 
children is an extremely important part of 
the differential problem. There may be no 
history of trauma so that the patient pre- 
sents again with the story of progressive 
headache, vomiting and perhaps some gait 
disturbance. In the very young child with 
an open fontanel and suture lines, the diag- 
nosis can easily be made by fontanel punc- 
ture. In the older child, one must resort 
again to x-rays of the skull followed by 
ventriculography. If the history of trauma 
can be elicited, this is a great help in the 
differential diagnosis. 


Degenerative lesions must be considered. 
Progressive loss of intellectual and motor 
function accompanied by seizures strongly 
suggests a degenerative lesion. In Tay- 
Sach’s disease, a cherry red spot at the 
macula will be helpful in establishing this 
possibility from clinical examination alone. 
However, this finding is not always present. 
Detailed neurologic study is an important 
part of this differential diagnosis. The pres- 
ence of a large degree of cerebral atrophy 
plus the typical clinical pictures rules out 
brain tumor and strongly indicates a pro- 
gressive degenerative lesion. 


Meningitis should be easily differentiated 
by the onset of an acute infectious illness 
with fever, stiff neck and typical spinal fluid 
findings. A brain abscess will produce the 
signs of increased intracranial pressure plus 
evidence of an inflammatory lesion. Some 
elevation in the white blood cell count in 
the peripheral blood may be seen together 
with an elevated white cell count in the 
spinal fluid. A stiff neck may be present 
and often a possible source for an abscess 
is evident. 


Perhaps the most important part of the 
differential diagnosis of brain tumors in 
children is the realization of the frequency 
with which they may occur. One should 
condition himself to consider this prom- 
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inently as a differential possibility in the 
diagnosis of cerebral lesions in children. 


DIAGNOSTIC STUDIES 


The diagnostic study of a child suspected 
of having an intracranial tumor proceeds 
along very logical lines. Obviously, the 
study begins initially with a carefully taken 
history in which careful attention is given 
to the signs suggestive of increased intra- 
cranial pressure or focal neurologic deficits. 
The chronology of development is extremely 
important; also the rapidity with which 
symptoms have developed and whether or 
not progression or regression is taking place. 


The neurological examination in the in- 
fant and young child may be difficult. How- 
ever, all of the essential information can be 
obtained with patience. Inspection may dis- 
close that there is obvious enlargement of 
the head or that the child does not move 
one side as well as the other. Palpation of 
the head may reveal widening of the suture 
lines and confirm the visual impression of a 
bulging fontanel. Macewen’s Sign or the 
‘“cracked-pot sound” suggest the presence 
of internal hydrocephalus. Cranial nerve 
abnormalities such as the sixth nerve or a 
third nerve paralysis will suggest the pres- 
ence of increased intracranial pressure or, 
in the case of the third nerve, direct pres- 
sure. Facial weakness, either unilateral or 
bilateral may suggest the presence of a 
brain stem tumor. Difficulty in swallowing 
and dysarthria suggests involvement of the 
lower group of cranial nerves such as may 
be seen in a pontine and upper medullary 
tumor. Ataxia and weakness can be de- 
tected without difficulty even in the very 
young child. Reflex abnormalities are also 
easy to elicit. Sensory findings are difficult 
to elicit and evaluate in the young child but 
occasionally they will be helpful. The pres- 
ence or absence of head tilting and gait dis- 
turbance should be observed. 


X-rays of the skull are of extreme import- 
ance in all suspected cases of brain tumor 
in children. The x-ray may reveal evidence 
of increased intracranial pressure such as 
increase in the digital markings and widen- 
ing of the suture lines as well as erosion in 
specific areas of the skull such as the dor- 


4 
| | 
> 
‘ 
Bri 


38 DELAWARE STATE MEDICAL JOURNAL 


sum sellae and sphenoid ridge. It should 
be mentioned that the mere presence of 
digital markings in the skull x-ray does not 
constitute sufficient proof that there is in- 
creased intracranial pressure since occasion- 
ally this is present to a mild degree in 
young children. Abnormal intracranial cal- 
cifications are not infrequently seen par- 
ticularly in craniopharyngiomas and also in 
astrocytomas and ependymomas. In gliomas 
of the optic nerve, the unilateral erosion of 
one optic canal is of great importance in 
establishing the diagnosis. 


Spinal puncture has a very limited appli- 
cation in the diagnosis of intracranial tu- 
mors in children. This stems from the fact 
that most of these tumors are associated 
with increased intracranial pressure. Per- 
forming a spinal tap in the presence of ele- 
vated pressure may produce jamming of the 
cerebellar tonsils against the medulla or a 
temporal lobe pressure cone with pressure 
on the midbrain with coma and death. This 
is a very real danger and therefore a spinal 
puncture is contraindicated whenever in- 
creased intracranial pressure is suspected. 


The electro-encephalogram has only a 
limited diagnostic usefulness in posterior 
fossa tumors. Since the clinical and roent- 
gen signs of these tumors are quite clear 
cut, the less definitive electro-encephalo- 
graphic evidence is of little real value. How- 
ever, in cerebral tumors in children the 
presence of a unilateral delta wave focus 
may be of great assistance. 


Contrast studies are essential not only in 
giving final proof of the presence of a sus- 
pected intracranial neoplasm but of deter- 
mining its size and position. The most use- 
ful contrast study in children is ventriculog- 
raphy. In the very young child with an 
open fontanel this can easily be performed 
by a puncture with a No. 20 needle through 
the lateral angle of the anterior fontanel. 
An exchange of fluid and air is carried out 
and ventriculographic films are taken in the 
various standard positions. In the older 
child, a trephine opening in the skull is 
necessary in order to permit the introduc- 
tion of the ventricular cannula for the ex- 
change of fluid and air. Since by far the 
largest group of tumors in children is lo- 
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cated in the posterior fossa and tends to 
produce an internal hydrocephalus, a ven- 
triculogram will very satisfactorily demon- 
strate the ventricles under increased pres- 
sure as well as the dilated ventricular sys- 
tem with absence of filling in the aqueduct 
and fourth ventricular regions. Ventriculog- 
raphy is not a hazardous procedure. How- 
ever, in the child who definitely has a pos- 
terior fossa lesion, ventriculography must 
be followed either by  ventriculostomy 
drainage for several days or immediately by 
definitive cranitomy with removal of the 
tumor. 


The use of arteriography is applicable to 
children. This may be done by the open or 
the percutaneous route. It has its greatest 
application in the suspected presence of 
arterio-venous anomalies or in_ cerebral 
hemisphere tumors. Diodrast or hypaque 
may be used. 


Pneumoencephalography is not ordinarily 
employed on our service in the diagnosis of 
brain tumor because of the danger of ten- 
torial and foramen magnum pressure phe- 
nomena. However, pneumoencephalography 
may be most helpful in outlining the mid- 
brain and pons in cases of suspected brain 
stem tumor. Normally the distance from 
the anterior surface of the pons to the floor 
of the fourth ventricle is 3.5 centimeters.” 
If there is widening of this distance with 
obliteration of the pontine cistern and pos- 
terior migration of the floor of the fourth 
ventricle, then there is adquate proof of the 
presence of a brain stem tumor. 


TREATMENT 


As has been indicated in the foregoing 
sections, the treatment of brain tumors in 
children as well as in adults is primarily 
surgical. Since the largest proportion of 
these tumors occur in the posterior fossa, 
the tumor is approached by the sub-occipi- 
tal route. The child is positioned prone 
with the head in the cerebellar headrest in 
moderate flexion. The most widely used in- 
cision is a curving incision extending from 
one mastoid process up to a point one cm. 
above the inion and curving down to the 
opposite mastoid process. This gives access 
to all parts of the posterior fossa. The sub- 
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occipital muscles are stripped away from 
the occipital bone and a craniectomy is 
done. The dura is opened over each hemi- 
sphere and the occipital sinus is secured 
prior to division with either silver clips or 
silk ligatures. With the exposure thus 
afforded it is possible to inspect the fourth 
ventricle, vermis and either cerebellar hemi- 
sphere. The cerebello-pontine angles are 
also accessible should exploration in this 
region be advisable. 


The medulloblastomas and astrocytomas 
are usually evident in the midline or ex- 
tending out into the cerebellar hemisphere. 
The tumor is removed, depending on its 
pathologic type, with a combination of suc- 
tion dissection and piecemeal removal with 
biting forceps. One of the most important 
steps is to unblock the aqueduct in order to 
reestablish spinal fluid circulation. Follow- 
ing completion of the tumor procedure, the 
dura may be either left open or closed. A 
layer closure with silk is carried out. Fre- 
quently, a ventriculostomy tube is left in 
place in order to keep the ventricles de- 
compressed while the spinal fluid circulation 
is reestablished. 


A midline incision is also a useful ap- 
proach, particularly when one is quite cer- 
tain that the tumor is located in the fourth 
ventricle or in the midline vermis. This in- 
cision does not permit the possibility of 
wide exploration over the cerebellar hemi- 
spheres or in the angles should this be 
necessary. Here again the individual situa- 
tion plus the preference of the operator will 
dictate the choice of approach. 


In hemisphere tumors, the surgical ap- 
proach is dictated by the location. A stand- 
ard horseshoe-shaped osteoplastic flap is 
turned. In the infant this may be done with 
a pair of heavy scissors. In the older child 
a standard adult-type of flap using burr 
holes is necessary. In these instances, as 
complete a tumor removal is carried out as 
possible depending on the anatomic loca- 
tion with which one is dealing. 


X-ray therapy plays a very important 
part in the handling of brain tumors in 
children. This is particularly true in re- 
gard to the medulloblastomas. These tumors 
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are highly malignant as has been pointed 
out. They are also among the most sensi- 
tive to irradiation. Unfortunately, cure can- 
not be accomplished but the combination in 
these tumors of partial or complete surgical 
extirpation plus irradiation will give the 
longest possible survival. As has been pre- 
viously indicated, a total of 3,000 r to the 
tumor site plus an additional 3,000 r to the 
remainder of the cerebro-spinal axis is the 
treatment of choice. The astrocytomas 
show little or no response to x-ray therapy 
and it is probably not indicated in this 
group. In the ependymomas, depending on 
the individual situation and the complete- 
ness of surgical removal, x-ray therapy may 
be indicated. Here again, 3,000-4,000 r is 
the usual dose.’ X-ray therapy alone, with- 
out prior surgical attack, is not advisable. 
In the absence of partial or complete tumor 
removal with the decompression thus af- 
forded, fatal cerebral edema might ensue. 
In addition, of course, one does not know 
the tumor type and may therefore irradiate 
a totally insensitve tumor. 


Mention has been made of the Torkildsen 
procedure in posterior third ventricle le- 
sions. This shunting procedure is most 
effective when the tumor is located in this 
region. Should the tumor, however, be 
present in the lower end of the fourth ven- 
tricle and cisterna magna region with ob- 
literation of this region, such a shunting 
procedure will not be effective. Recent de- 
velopments in the field of hydrocephalic 
shunting procedures have given us a more 
effective means of handling this problem. A 
shunt from the ventricle to the jugular vein 
will satisfactorily decompress such a dis- 
tressing and difficult situation. 


PROGNOSIS 


The prognosis of brain tumors in children 
will, of course, depend on the individual 
tumor type primarily. Unfortunately, the 
more benign types of tumor seen in adults, 
such as the acoustic neuroma, the meningi- 
oma and the chromophobe adenoma of the 
pituitary gland are rarely seen in children. 
The astrocytomas, however, do offer a bet- 
ter prognosis than most of the remaining 
group of tumors in children. Satisfactory 
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survival in terms of years may be accom- 
plished. Even in the medulloblastoma group, 
fairly long survivals have been achieved 
after the combination of surgical extirpa- 
tion and x-ray therapy which has been out- 
lined. In our own group of tumors, there 
are two seven and eight year survivals. The 
ependymomas offer an intermediate grade 
of malignacy. The brain stem gliomas offer 
the most discouraging outlook since these 
are only moderately sensitive to irradica- 
tion and, of course, are totally unapproach- 
able surgically. However, as in all other 
fields of neoplastic disease, the continued 
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effort at better handling of these distressing 
problems will eventually result in improved 
methods of treatment with longer and 
longer survivals. 
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TREATMENT OF ECZEMA VACCINATUM WITH VACCINIA 
HYPERIMMUNE GAMMA GLOBULIN* 


WILLIAM F. NetTH, M.D., Ray G. SArver, M.D. and 
RIcHARD A. KAHLBAUGH, M.D. 


Eczema vaccinatum, or eczema second- 
arily infected with vaccinia virus, is an 
alarming and sometimes fatal infection. It 
is characterized by the sudden appearance 
of umbilicated varicelliform vesicles prin- 
cipally on the sites previously involved by 
atopic dermatitis. High fever and glandular 
enlargements are often present in an acutely 
ill patient. The vesicles become hemorrhagic 
or pustular and appear in crops for several 
days to a week. 


Until recently there was no specific treat- 
ment for eczema vaccinatum, but the com- 
plicating bacterial infection could be treated 
with antibiotics. However, in 1953 Kempe 
and Benenson first reported the production 
of passive immunity to vaccinia in newborn 
infants.' In 1955, Barbero et al. reported 
the use of vaccinia hyperimmune gamma 
globulin in the treatment of vaccinia gan- 
grenosa.- The following case report illus- 
trates the successful use of this hyper- 
immune serum for eczema vaccinatum. 


CASE REPORT 


A six-month-old negro male infant was admitted 
to the hospital on September 12, 1956. Through- 
out his life he had infantile eczema, which had 
become quiescent during the two months prior 
to admission. Thickening of the skin and pruritus 
remained during this time. There was no family 
history of eczema, but a grandfather had asthma. 


At a Well Baby Clinic on September 4, 1956, 
eight days prior to admission, the patient received 
a smallpox vaccination on the left deltoid area. 
Vesiculation and crusting were noted on the fifth 
or sixth day. In the following two to three days 
secondary vesicles developed about the vaccination 
site, on the left scapular region, right elbow, and 
right groin. The groin area was not previously 
involved by eczema. He had been febrile four 
days prior to admission and for two days had 
been vomiting and eating poorly. 


On admission, examination revealed a slightly 
pale, well-developed, well-nourished, negro male 
infant who appeared acutely ill and mildly de- 
hydrated. The temperature was 103.4 F the pulse 
was 126, the respirations were 50, and his weight 


From the Department of Pediatrics, Delaware Hospital, Inc., 
Wilmington, Delaware. 


was 8.5 Kg. The skin showed generalized thicken- 
ing in the typical areas for atopic eczema, includ- 
ing the cheeks, antecubital and popliteal spaces. 
and the back of the neck. No evidence of vesicu- 
lation or weeping was present. Multiple umbili- 
cated, pustular lesions were present about the pri- 
mary vaccination site. Similar lesions were found 
on the left scapular region, right elbow, the inner 
aspect of the right thigh and the groin, where the 
skin showed no evidence of eczema. There was 
generalized cervical, axillary, and inguinal adeno- 
pathy. The tip of the spleen was palpable and 
the liver edge was felt 1.5 cm. below the right 
costal margin. The remainder of the physical 
examination was normal. 


LABORATORY FINDINGS: 


Hemoglobin 8.1 gm.;: hematocrit 289%; white 
blood count 11,700, polvs 23, bands 17, lympho- 
cytes 53, monocytes 7. eosinophiles 3. The urin- 
alysis was normal. Cultures of the naso-pharynx 
and lesion on the thigh revealed a staphylococcus 
aureus, coagulase positive, sensitive to penicillin 
and tetracycline. Blood cultures were negative. A 
culture of the lesion on the right thigh, taken on 
admission, was sent to a virus diagnostic labora- 
tory. Typical vaccinia lesions were seen on chorio- 
allantoic membranes of embryonated hen eggs in- 
oculated with this material. The acute phase 
hemagglutination inhibition titer was 1:10 dilution 
on September 12. 1956. The convalescent serum 
taken on September 22, 1956 was 1:160 dilution. 


Hvperimmune vaccinia gamma globulin (5 ce 
or 0.06 ecc/Kg), obtained from Dr. C. Henry 
Kempe at the University of California Medical 
School, was given intramuscularly about twenty- 
eight hours after admission. Supportive treatment 
consisted of tetracycline, hydration, and protection 
of the skin from further scratching and trauma. 


On the day after admission the patient devel 
oped a new lesion on the right elbow. No addi- 
tional lesions developed after the gammo globulin 
injection. After three days his temperature re 
turned to normal and remained normal until dis 
charge. Repeated injections of immune gamma 
globulin were not indicated because the patient 
improved clinically and did not develop new le- 
sions. The lesions became dry and crusted during 
his ten day hospital stay. Except for the primary 
vaccination site, most of the lesions had dis- 
appeared or were disappearing at the time of dis 
charge. 


DISCUSSION 


Identical clinical syndromes may be pro- 
duced in children with eczema by vaccinia 
and herpes simplex viruses. 1887, 
Kaposi described a varicelliform eruption in 
children with eczema which he called 
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‘eczema herpetiforme.”’ Although this name 
was descriptive and the cause unknown, 
Kaposi is most often associated with eczema 
herpeticum in the modern literature.*” 
Some authors include both eczema vac- 
cinatum and eczema herpeticum in discus- 
sions of Kaposi’s varicelliform eruption, 
since the picture is not always distinguish- 
able on clinical grounds. 


Eczema herpeticum is considered to be a 
primary herpes simplex infection in a child 
with eczema, almost always of the atopic 
dermatitis variety. Eczema vaccinatum is a 
generalized vaccinia in children with eczema 
in which normal as well as eczematous areas 
of skin are involved. In both diseases, there 
is much evidence of a viremia with wide- 
spread tissue involvement.'*’ Subsidence 
of the infection depends on the development 
of an adequate titer of neutralizing anti- 
bodies. Kempe feels that evidence for vir- 
emia in uncomplicated smallpox vaccination 
is not adequate. However, in cases with 


complications such as generalized vaccinia, 
vaccinia gangrenosa, and eczema vaccina- 


tum, the evidence is overwhelming.’ His 
assumption is that certain persons fail to 
develop sufficient neutralizing antibodies 
normally present at the peak of the primary 
vaccination. A few of these patients may 
have hypogammaglobulinemia. Therefore, 
regardless of whether the concentration of 
gamma globulin in the serum is elevated, 
normal or absent, this defect might be 
‘adequately corrected by therapeutic use of 
passive antibodies in large quantity in the 
form of hyperimmune vaccinia gamma glo- 
bulin.” * For this reason, he has developed 
this gamma globulin for use in prophylaxis 
and treatment of this disease. The mor- 
tality rate in eczema vaccinatum is esti- 
mated to be 30-40%, especially in the first 
2 years of life, and a specific agent for its 
treatment is most. welcome. 


An accurate diagnosis must be made or 
suspected as soon as possible, since this 
gamma globulin is currently available only 
through Dr. Kempe, who is evaluating its 
use. He has been kind enough to supply it, 
as he did in our case, if proper studies are 
done to prove the diagnosis. In his series, 
which is the only group with laboratory 
confirmation of the diagnosis, the only 


* 


FEBRUARY, 1958 


fatalities were in cases of more than 5 days 
duration before gamma globulin was given.’ 


In vaccinia, a history of vaccination or 
exposure to a vaccinated child is usually 
obtainable, but herpes simplex virus is so 
widespread that it is usually impossible to 
be certain of a contact. In eczema herpeti- 
cum the lesions tend to develop in crops, 
but this in itself is not diagnostic. A useful 
procedure in trained hands is the skin bi- 
opsy, which will determine whether or not 
the lesions are due to viral infection, and, if 
so, the inclusion bodies of vaccinia, unlike 
herpes, are intracytoplasmic.’ A virus cul- 
ture should be done, and acute and con- 
valescent sera obtained. 


There is a need for reemphasis of the 
danger in vaccinating a patient with atopic 
eczema or any chronic dermatitis. If vac- 
cination must be done, because of some un- 
usual exposure or risk of smallpox, or if 
vaccination is done inadvertently, it would 
seem wise to give hyperimmune vaccinia 
gamma globulin as prophylaxis. When the 
differential diagnosis between eczema vac- 
cinatum and eczema herpeticum is impos- 
sible, it would seem advisable to give the 
gamma globulin. No specific therapy has 
been proposed for eczema herpeticum in 
which the mortality is much lower. 


SUMMARY 


1. A six-month-old infant with eczema 
vaccinatum, treated with vaccinia hyper- 
immune gamma globulin, recovered more 
quickly than would be expected without 
this specific therapy. 

2. It is reemphasized that a child with 
active atopic eczema should not be vac- 
cinated, and should be guarded against con- 
tact with fresh vaccination sites on other 
individuals. 


The authors wish to express our appreciation to Dr. C. 
Henry —_ of the Department of Pediatrics, University of 
California, for supplying us with the vaccinia hyperimmune 
gamma globulin used in treating this patient. 
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EOSINOPHILIC GRANULOMA OF THE FEMORAL 
SHAFT RESEMBLING EWING’S SARCOMA* 


WALTER L. BAILEY, M.D. 


Differential diagnosis between benign and 
malignant tumors of bone can be extremely 
difficult. Eosinophilic granuloma, a benign 
tumor of bone, will at times exhibit all the 
clinical and roentgenographic features of a 
malignant tumor. Definite diagnosis is im- 
perative so that treatment can be intelli- 
gently instituted, and adequate biopsy of 
the lesion is the chief means by which final 
diagnosis can be readily established. 


Eosinophilic granuloma of bone is usually 
a well-localized single lesion with a definite 
histological appearance and of unknown 
etiology, having its origin in the medullary 
cavity of bone. It tends to expand, erode, 
and destroy locally. It must be differenti- 
ated from a number of lesions of the infec- 
tious, metabolic, developmental, and neo- 
plastic category. 


Eosinophilic granuloma arising in a long 
bone may closely resemble Ewing’s sarcoma, 
the latter being a highly malignant tumor. 
Ewing’s sarcoma arises ordinarily in the mid 
shaft of a long bone, most generally the 
femur, and gives rise to a characteristic, 
clinical, and roentgenographic pattern. The 
clinical features are pain, tenderness, swell- 
ing and loss of function occurring in an in- 
dividual under twenty years of age. Eosino- 
philic granuloma occurring in the mid shaft 
of a long bone usually gives rise to the same 
symptoms. There is generally a difference 
in the time interval, the clinical course of 
the eosinophilic granuloma being a bit more 
rapid, a period of weeks instead of months. 


Lesions which tend to erode and destroy 
bone will ordinarily give rise to the deposi- 
tion of reactive new bone along the shaft. 
Not infrequently, because of the periosteal 
reaction and lamination, the new bone ap- 
pears in the so-called “onion skin” manner, 
this being characteristic of the roentgeno- 


‘From the Department of Orthopedic Surgery, Delaware Hos- 
pital, Wilmington, Delaware. 


graphic picture of Ewing’s sarcoma. Hence, 
it is only by adequate biopsy and thorough 
examination of the tissue that exact diag- 
nosis can be made. 


CASE REPORT 


A three year old white boy was admitted 
to the Delaware Hospital on July 26, 1957. 
He had been complaining of pain in the left 
leg for almost three weeks. There was no 
history of injury. His mother stated that 
he limped and was often awakened at night 
because of pain. On several occasions prior 
to his admission to the hospital he refused 
to walk, apparently because of discomfort. 


Physical examination revealed a well-de- 
veloped white child whose general physical 
examination was within normal] limits. Ex- 
amination revealed slight palpable thicken- 
ing of the mid portion of the left thigh and 
mild tenderness on fairly deep pressure. The 
child voluntarily resisted motion of the left 
leg and thigh. There were no palpable in- 
guinal nodes. There was no obvious super- 
ficial venous engorgement in the left thigh. 
His blood count and urinalysis were nor- 
mal. 


X-ray examination (Figure 1, A and B) 
showed an obviously thickened femur with 
a reactive type of bone paralleling the shaft. 
In the center portion of the femur an erod- 
ing destructive type lesion was visible. This 
roentgenogram strongly resembled Ewing’s 
Sarcoma. Chest film revealed a normal 
heart and lungs. 


On July 29, 1957, biopsy of the lesion was 
done. Roentgenographic control at biopsy 
was utilized to be certain that the material 
was taken from the lesion. The following 
gross findings were evident: The soft tissues 
were not remarkable. Over the shaft of the 
femur, there was a great deal of new bone 
formation, fairly soft in consistency and 
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somewhat edematous. The lesion itself con- 
tained a grayish brown material which after 
curettage did not hemorrhage unduly. Cul- 
tures from this lesion were negative. The 
curettings from the lesion, pieces of cortical 
bone removed in order to gain access to the 
lesion, and appropriate sections of the re- 
active new bone were al] examined. 
Pathology Report: A small amount of material 
was submitted and consisted partly of soft brown 
and yellow amorphous material in which numer- 


ous small irregular fragments of bone and bony 
spicules were noted. 


Microscopically the tissue presented areas of 
reticuloendothelial (histiocytic) cell proliferation 
appearing as solid sheets, these being interspersed 
with eosinophiles which contrasted sharply with 
the few neutrophiles and lymphocytes which were 
present. The picture was that of a “granulo- 
matous” lesion and not of a malignant tumor. 
Because of the numerous eosinophiles present in 
this lesion, it could be properly classified as 
eosinophilic granuloma of bone. 


Many tables of classification include 
eosinophilic granuloma as a member of the 
histiocytic diseases suggesting its possible 
relation to Hand Schiiller Christian’s Dis- 
ease. 


SUMMARY 


An interesting case of eosinophilic granu- 
loma of bone, a benign lesion resembling 
Ewing’s sarcoma of the femoral shaft, has 
been reported together with its outstanding 
clinical, pathological, and roentgenographic 
features. The necessity of biopsy as a means 
of establishing definite diagnosis has been 
demonstrated. Treatment of such lesions 
by high voltage x-ray alone without an ade- 
quate biopsy should never be undertaken. 


The author expresses grateful appreciation to J. F. Krafka. 
M.D., Senior Resident of the Department of Pathology, 
Delaware Hospital, for his assistance in this case report. 
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THE DOCTOR AND HIS TAXES* 
H. L. Brown* * 


It was, of course, a pleasure to be invited 
here. More, though, it is an honor because 
frankly I marvel always that you physicians 
can remember and pronounce the names of 
the ills that afflict us let alone cure us of 
them. And for a reason which you will see 
later, I have asked Mr. Attilio Porcelli, of 
our office, head of our Audit Division, to 
come with us. This is Mr. Porcelli. He is 
quiet right now but he will give forth a 
little later. 


I am supposed to speak words of wisdom 
which will make your annual accounting 
to the Internal Revenue Service an easy 
even though not a pleasant one, but I will 
confess straight off that I am not sure that 
there is a great deal I can tell you, which 
shows the confidence we have in the physi- 
cians as a body. 


It goes almost without saying that you 
must keep records. Fundamentally your 
professional bookkeeping is a simple matter. 
On the income side you have your fees, and 
on the other side of the ledger you have 
expenses, such as salaries of office assistants 
and nurses, office rental, drugs and sup- 
plies, professional dues, repairs, deprecia- 
tion, travel expense, including the cost of 
operating your automobile, electricity, mag- 
azines for your reception room, preferably, 
according to rumor, six months old, and 
the inevitable miscellaneous items. 


Now, what problems do you as doctors 
have with these items? First of all, we 
hope that you are lucky enough not to be 
faced with the main problem that most of 
us meet, where we will find the money to 
pay the taxes; but if we pass that hurdle, 
we have only found two or three areas 
where questions may generally arise. Those 
are, your receipts, your automobile use, and 
the deduction for costs where a physician 
uses part of his residence as his office. 
*Presented at the Annual Meeting, Medical Society of Dela- 


ware, Wilmington, October 1957. _ 
**Director of Internal Revenue Service, Wilmington. 


As to receipts, We ask no more than that 
you make a strict accounting of the fees 
collected. And I can say that the situation 
here is vastly improved over what it was 
fifteen years ago. Then there was an un- 
fortunate laxness in this respect. Now, we 
believe that practically all of you have 
taken steps to make sure that your fees 
are properly booked, which is nice for you 
and for us. 


As to the cost of operating your auto- 
mobiles for professional use, we ask only 
that you be reasonable. If you have two 
automobiles, one for professional and one 
for personal use, there is no problem. All 
the depreciation on the car and gasoline, 
oil, repairs, insurance, and so forth, are of 
course deductible. 


If you have only one automobile — and 
I may be insulting you when I suggest that 
you possibly have only one — there must 
be an allocation of depreciation and op- 
erating expenses of that car between pro- 
fessional and personal use, of which only 
the professional part, of course, is deduct- 
ible. We have found that quite generally 
you are fair in making this allocation be- 
tween professional and personal use. 


The third item concerns an office in your 
home. The procedure here is to deduct as 
professional expense a portion of the depre- 
ciation on the residence and of the general 
operating and maintenance charges on that 
house. The pro-ration is generally based on 
the ratio of office space to total space in the 
home. Naturally, any repairs which apply 
only to the office quarters are deductible in 
full. On the other hand, those that apply 
only to the rest of the house and don’t 
affect the office are non-deductible. 


Thus, for example, roof repairs or heating 
system repairs would be pro-rated, part 
business and part personal; whereas paint- 
ing and papering, for instance, in the living 
quarters only, would be a personal expense. 
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Now then, so far as I know those are the 
items which mostly concern us. But each 
year we have a number of delinquents in 
the securing of a stamp to prescribe or ad- 
minister narcotics. This stamp, which is 
valid from July 1 to June 30 of the follow- 
ing year must be obtained prior to the time 
when you use or prescribe narcotics. We 
know that the failure to purchase these 
stamps is invariably an oversight, but you 
may save yourselves a minimum penalty of 
$5.00 and us some unnecessary work in 
determining how severe that penalty should 
be if you will purchase this one-dollar item 
timely. 


It may be well to mention another matter 
which is common to you and all other tax- 
payers, and that is, the filing of a declara- 
tion of estimated tax. This return is due 
on or before April 15 of each year. With 
it you should make payment of at least 
one-fourth of the income tax you estimate 
will be owed for that year. The other in- 
stallments are due on June 15, September 
15, and January 15, the following year. 


Now, you may amend this declaration up- 
ward or downward at any installment date 
to reflect a changed income situation. 
Roughly speaking, if you have an estab- 
lished practice so that you anticipate a 
fairly steady income, a safe rule is to make 
this original estimate based on last year’s 
tax liability. The reason is that if you de- 
clare and pay an estimate equal to last 
year’s tax, there will be no penalty for 
under-estimation even though your income 
may far exceed the income of the previous 
year, and the tax of course will be that 
much greater. Otherwise the Internal Rev- 
enue Code provides a six per cent penalty 
on the difference in tax between the es- 
timated amount paid and seventy per cent 
of the actual tax. 


Let’s get to figures. Let’s assume that 
for the year 1957 your income tax liability 
is a measly $100,000, and that you have 
declared $60,000 as your estimate of income 
tax for the year °57. Now, 70% of the 
actual amount of $100,000 tax is $70,000. 
You have made an estimate of $60,000. 
You would be subject to a penalty on the 
$10,000 difference. It is worth saving. 
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I think a word would not be amiss with 
respect to your rights in the event of 
a dispute concerning your tax liability. 
Strangely enough, it sometimes happens 
that we in the Internal Revenue Service 
make a faulty diagnosis and prescribe the 
wrong treatment. If we do and you dis- 
agree with the findings of our agent or 
auditor, you will receive a notice of our 
proposed changes on those disputed points. 
You then have ten days in which you can 
ask for an informal conference on these 
disputed items in our office. Most of the 
time this informal hearing will result in an 
agreement because I can tell you frankly 
that we are as anxious as you are to settle 
cases lawfully at the lowest possible level. 
It not only saves you bother and money 
in the way of litigation, if we may call it 
that, but permits us to get on with some 
other taxpayer. 


Perhaps as a result of this conference you 
are still not satisfied. Then we will furnish 
you with a copy of our report and give you 
thirty days in which to file a written pro- 
test. This protest will be screened by our 
conference coordinator. If there are new 
facts or precedents presented, he will either 
refer it to the agent to verify the facts or 
he may allow the protest and settle the 
case himself. 


Now, if there is no agreement at that 
point, the protest, along with the full case 
file, will at your request be forwarded to 
our Regional Appellate Division in Phila- 
delphia. They, too, will give you a hearing 
at a time convenient to you. From there 
you may carry it on to the Supreme Court 
— I hope none of you have to do that. 


There is an alternate route. If you dis- 
agree with us, you can pay the tax, then 
file claim for refund, and if we refuse that 
claim, you can sue for recovery in the Dis- 
trict Court or in the U. S. Court of Claims. 


I have confined my remarks to your pro- 
fessional income. Perhaps in doing this I 
have over-simplified as did a C.P.A. who 
died some years ago, the senior member 
of a distinguished accounting firm. Mr. 
Jones was a man of few words who had 
received his certificate without examina- 
tion at the time the C.P.A. Law was en- 
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acted in his State, and very often at staff 
meetings there would be some audit point 
under discussion, and he would unlock his 
middle drawer, pull it out, glance down 
there, close the drawer, shake his head one 
way or another. 


Finally, Mr. Jones died and the office 
could scarcely wait until he was cold to see 
what was this wonderful paper in his mid- 
dle drawer. Well, they opened it and all 
they found in the drawer was a white sheet 
with big capital letters printed on it, say- 
ing: “Credits are on the right side, debits 
are on the left.’’ (Laughter) 


Probably I have omitted to cover some 
matters dealing with your professional in- 
come accounts which you would like to 
have discussed. Undoubtedly there are other 
tax problems aside from the professional 
end of it which you would like an answer 
to. That is the reason I brought Mr. Por- 
celli along. We now open our breasts to 
any questions you want to throw at us. 
Many of them I cannot answer. Very few 
Mr. Porcelli cannot. So if you have any- 
thing that is disturbing you, let us know 
and we will try to give you the answer. If 
we can't now we will give it to you later. 


Dr. PooLeE: What about deducting a part 
of the second car that you have? For ex- 
ample, if your car breaks down and you 
have to use your wife’s car for a day or two. 
Are you permitted to take a percentage of 
that car? 


Mr. Brown: You can, of course. On the 
other hand, it is possible that sometimes 
you may use your professional car to go 
out to the country club. In other words, 
again it is a matter of reasonableness. If 
the use of your second car is worthwhile, 
makes it worthwhile to claim it, okay, but 
remember, by the same token you ought to 
deduct from your other car. So chances are 
you will be square with the board if you 
claim it on your one car. 


Dr. PooLte: In one part of your house 
you may be called upon to see some em- 
ergency patients late at night or over the 
weekend, and you maintain a separate of- 
fice away from your home, but you may be 
called upon to practice from your home oc- 
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casionally during various parts of the year. 
Is a part of your house then deductible 
toward the upkeep of your house? 


Mr. PorceEtii: You say you have an of- 
fice away from where you live? 


Dr. Poote: My office is separated from 
my home. If I should be called upon to 
see patients during the weekend or late at 
night at my home, does that designate my 
home as an office, and is part of the expense 
of that, the maintenance of that deductible? 


Mr. Porce.ui: If you make it a practice 
to do that and it is necessary in the conduct 
of your practice, to utilize your home, I 
would say that to that extent it would be 
deductible. If you could very well see your 
patients in your office and you do it as a 
matter of convenience, then you would not 
be allowed the deduction. 


Dr. PooLe: Well, it would be partially a 
matter of convenience as well as a necessity? 


Mr. Porce.ii: Well, the law says what 
is ordinary and necessary in your business, 
in your practice. If it is ordinary and neces- 
sary for you to see your patients at home, 
and you say you have an emergency and 
you have to do it in that case, I would say 
yes. But if it isn’t and you do it as a mat- 
ter of convenience, we wouldn’t allow it. 


Dr. PooLe: What the patient calls an 
emergency and what the doctor calls an 
emergency sometimes don’t agree. Lots of 
times the patient thinks it is an emergency 
and therefore you see them immediately, 
when they could have been seen at your of- 
fice the next morning. That happens fre- 
quently. 


Mr. PorceE.LLi: You are the one to de- 
termine. 


Dr. PooLteE: What about entertaining 
professional colleagues? Is that deductible? 


Mr. Porce.ui: It goes back to the same 
definition, that it has to be ordinary and 
necessary in the conduct of your practice 
and it has to have some connection with it. 
My answer to you would be if it is neces- 
sary and ordinary in the conduct of your 
practice to entertain your colleagues, then 
it is deductible, but I just can’t see where 
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it would be necessary or ordinary for you 
to entertain your colleagues in order to con- 
duct your practice. Wouldn’t you say so? 


Dr. PooLte: Under some circumstances I 
think it is, yes. 


Mr. Brown: May I interject one thing 
here. 


I have heard of cases where a Specialist, 
for example, entertained G.P.’s because they 
were supposed to funnel some business to 
him. I think that in some cases this has 
been allowed upon a showing that it was 
ordinary and customary in his community 
to do that, and that it was necessary in the 
conduct of his business, and could show, 
moreover, that some business did flow to 
him. It is a rather difficult thing. 


You understand that every expense must 
be substantiated. So if you claim something 
like that, be prepared to have some good 
arguments for it. 


Mr. Porce.tui: Another feature, Doctor, 
that must be considered, is if the particular 
state under which you are practicing con- 
siders such an act to be unethical or against 
public policy, then we would not allow it. If 
it is unethical or against public policy, then 
we couldn’t allow it, even though it is or- 
dinary and necessary in your practice. 


Dr. Repman: Did I understand you to 
say that there is a penalty for under-es- 
timating your tax even though at the end 
of the year you make a full return and pay 
the full tax? 


Mr. Porce.ui: That is correct, sir. The 
law provides a penalty for that, as Mr. 
Brown explained. You are required to es- 
timate at the beginning of the year, by 
April 15, what you expect your income to 
be for the ensuing nine months, or eight 
and a half months. At that time you may 
state what you consider to be your best 
judgment. 


At the end of June, at the end of Sep- 
tember, and in January, if the facts indi- 
cate that you have been wrong, one way or 
the other, up or down, you may amend at 
that time your return. 


Dr. REPMAN: I understand that. 
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Mr. Porce.ii: You can be safe, as Mr. 
Brown explained it to you, if your return 
for this year is based on your income for 
the prior year; regardless of the amount of 
income that you actually earn, you will not 
be subject to any penalty. The law pro- 
vides that safeguard for you. But if you 
don’t do that, that is, if you don’t estimate 
as much income in this year as you reported 
the last year, if you feel your practice has 
dwindled and your income will not be as 
great, and then you under-estimate below 
70% Mr. Brown told you about, you would 
be subject to a penalty, even though you 
filed a return. 


Dr. RepMAN: I understand the me- 
chanics of it. A lot of these questions of 
deduction seem to be based on what is 
reasonable, what is usual in the community 
and what is common custom, and yet dis- 
regarding the actual ruling, does that seem 
to be a reasonable thing, to penalize some- 
one for guessing wrong even though at the 
end of the year whenever you make your 
final return you make full payment? This 
is not fraud, this is just a poor guess. In 
the spirit of these other deductions, does 
this seem to be reasonable and usual? 


Mr. Brown: I am not going to take 
upon myself to criticize either favorably or 
unfavorably the action of the Congress 
which passed this law. However, I can tell 
you what underlies that estimated tax re- 
quirement. 


In 1943 we were all put on a pay-as-you- 
go basis. Since that time, if I get wages 
and salary, a certain amount of income tax 
is withheld from that each pay day and 
paid into the Treasury. It was to equalize 
in some manner the tax liability of self-em- 
ployed persons, such as you, and have that 
money flowing in also during the year, at 
least in quarterly periods, that they put 
this declaration of estimated tax into the 
law. 


Dr. La Motte: I have two questions: 
One, is it true or is it false that the gentle- 
men who occasionally spotcheck the income 
tax returns work on a quota basis to justify 
the increased collections that they get from 
these spot checks? That is just a rumor I 
have heard. 
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Let me give you my second question: 
Second, in the deduction of a professional 
car, 1s this scheme of rental of a car for a 
doctor on a professional basis a fully de- 
ductible item just as the depreciation of his 
own car plus the full deduction of the cost? 

Mr. Porce.ui: Your first question, if I 
understand it correctly, is that we follow 
a practice of selecting returns, and the 
agent or the person who selects the returns 
gets a premium if he picks out a certain 
amount — 


Dr. La Morte: Yes. 


Mr. Porcetui: No. Our method of pro- 
cedure is this: We have a number of re- 
turns in this district which require auditing. 
Our personnel is not sufficiently large to 
audit every one of those returns. We have 
persons who are trained in the task of go- 
ing through these returns and selecting only 
those which on the face appear to have 
something wrong with them. Of course, the 
very large returns of earnings over a certain 
amount, are automatically verified. But of 
course the agent who is given the return to 
audit may look at it and accept it if he is 
familiar with the person who has filed that 
return, is familiar with the business, or the 
profession. He may accept it and not do 
anything with it. Other returns which are 
not in that category will only be selected 
for audit if they indicate that there 1s some- 
thing wrong with them. But the agent who 
is making the selection, he doesn’t even 
audit the return. He doesn’t know until 
months later what the results of the selec- 
tions were. So there is no connection be- 
tween the selection of his return and the 
final results. 


We try to do a good job, and we are look- 
ing at it from the viewpoint of getting the 
return correct. We are not so much inter- 
ested in getting additional revenue, al- 
though in most cases that is what happens, 
as much as we are interested in getting the 
return correct. Does that answer your 
question? 


Dr. La Motte: I think so. 


Mr. PoRCELLI: Now, with respect to the 
next problem that you asked, it doesn’t 
make any difference whether you own your 
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car or whether you rent it. If you use your 
car in your profession, and you can show 
that you do, we will allow you either the 
depreciation of your personally owned car 
or the amount that you pay as rental, for 
the rented car. 


Dr. FRELICK: In the final analysis then 
who decides what is reasonable, the man 
who is doing the auditing or the physician? 


Mr. Porce.ui: Well, as Mr. Brown ex- 
plained it to you, we have certain rules that 
we apply. We also have our experience to 
guide us. You are not the only doctor that 
we check. We have others of your colleagues 
that we check, and more or less the agent 
who has checked a lot of the doctors’ re- 
turns reaches a point where he can more 
or less make up his mind as to what is fair 
and what is reasonable. 


But even in that stage the agent may be 
wrong, and as Mr. Brown explained to you, 
you have the right to protest. If you feel 
the agent is leaning backwards and not al- 
lowing you what you think is fair, you can 
protest his findings and have the agent’s 
superior examine it and decide whether or 
not the amount which is allowed to you is 
fair. If you have records, Doctor, to sub- 
stantiate the deduction, I don’t think you 
will have any difficulty in proving them. It 
is only in the event that you come in and 
ask for a certain amount of deductions, and 
you have nothing to show that you actually 
have those expenditures, that our problem 
arises. 


Dr. FRELICK: I have been told that if 
one questions too carefully and objects to 
decisions made by the man who does the 
auditing, that this is going to subject you 
to future spot auditing at more frequent 
intervals in the future and be more of a 
headache than otherwise. Is this so? 


Mr. Porce.ui: No, that isn’t so, because 
as I said to the other doctor before, the 
person who selects your return may not be 
familiar with you, may not be familiar with 
the fact that your return for a prior year 
was selected. He wouldn’t know. He is 
only selecting that year’s return because 
something in that particular return appears 
to be out of line, except in the instance I 
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told you where, if you are in a position of 
having a very large income, your return will 
automatically be selected for audit. But 
even in that case as I said before, the agent 
has discretion as to whether or not he 
should audit the return. Even though it 
was selected because of a large amount of 
income, he may find there is no necessity 
to check it because everything appears to 
be in order, in which case it will be accepted 
and you will be notified that the return 
was accepted as it was filed. 


Have I answered your question, Doctor? 
Dr. FRELICK: In part. 


Mr. Porcetut: Then if I haven’t an- 
swered it, ask it again and I will try to 
answer it. 


Dr. Frevick: I sort of object to the idea 
that a man is considered guilty until proven 
innocent. It doesn’t sound to me as if this 
is the American approach to things, and 
yet this is the approach I recently had with 
an auditor. 


Mr. Porcevii: Are you talking in gen- 
eral or are you talking about your particu- 
lar case? 


Dr. Frevick: Well, I have heard other 
people say the same thing. 


Mr. Porcevui: I can honestly say, Doc- 
tor, that we operate under the system I 
described. We have an open mind, at least 
I have an open mind, and I direct the peo- 
ple under my control to have open minds. 
But if you don’t get the correct treatment 
in our office, and at any time you think you 
are not being properly treated, the case 
isn’t being properly handled, my door is al- 
ways open, and you can always come in and 
talk to me. 


Mr. Brown: Me too. 


Dr. ALLEN KING: Occasionally we are 
confronted with the problem of how to ad- 
vise a person if they have to take a trip or 
something is situate to their health or is a 
part of the treatment of some condition. Is 
there any way we can have access to rules 
concerning that or have some guidance? 
For instance, I have had patients who 
thought they might get income tax deduc- 
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tion for a trip to Florida because of psori- 
asis which is benefitted by sunshine, and 
those things do come up to us occasionally, 
and I wondered if there was some reference 
book or someone we can consult. 


Mr. Porce.ii: There have been a lot of 
cases, Doctor, on that issue that you might 
point out, and I think both Congress and 
the Treasury Department have liberalized 
it; in many instances where we used to not 
allow a deduction we now allow it. The 
trip must be in order to alleviate, to correct, 
the particular thing that the patient is suf- 
fering from, and not a pleasure trip. 


Dr. Kinc: Would that be all-inclusive, 
such a trip for the individual? 


Mr. Porce.ii: The meals and lodging 
would not be allowed, Doctor, because in 
that particular case he would have to have 
had his meals and lodging wherever he 
resided. 


Dr. Kinc: Transportation? 


Mr. Transportation, addition- 
al expenses incurred in connection with go- 
ing to that particular site, if it was bene- 
ficial to his health and necessary to cure 
him or arrest whatever was troubling him. 


Dr. McGuire: I wanted to ask, what is 
the basis of that income that is automati- 
cally subject to spot check? There is a base 
figure, isn’t there, above which everybody 
gets a spot check? 


Mr. Porce.ui: The exact figure, Doctor, 
I believe is around $30,000. 


Dr. McGuire: Is that gross or net? 
Mr. Porce.ui: I beg your pardon? 
Dr. McGutre: Is that gross or net? 


Mr. Porce.tui: Net. That may apply to 
individuals — that figure changes with cor- 
porations, it is a much larger one with re- 
spect to corporations. I may be wrong 
about the amount, but there is an amount 
at which point all returns, fall into a cate- 
gory that we call automatic. They must be 
selected for audit, and the agent must look 
at them. We don’t have any judgment here 
as to picking it up or not. They have to be 
picked up. An agent looks at it, and if 

(Continued on page 52) 
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Editorial * 


LUNG CANCER 


For the past five years the medical pro- 
fession has been divided into two camps. 
One believes that smoking is responsible 
for cancer of the lung; the other claims that 
there is no evidence to support this belief. 
Somewhere between these divergent groups 
are those who doubt that smoking is the 
cause of lung cancer but believe that it is 
one of several major factors. 


One thing is certain— more data are 
needed to properly evaluate the status of 
this important question. 


The National Cancer Institute and the 
National Office of Vital Statistics will un- 
dertake a study to collect information rela- 
tive to smoking histories and additional 
diagnostic data on ten percent of all 1958 
lung cancer deaths. This means that about 
one Delaware death certificate will be 
studied each month. 


The forms and procedures to be used in 
writing to physicians and relatives of the 
decedent to obtain this information have 
been tested in Pennsylvania with satisfac- 
tory results. In that State, returns were 
received from 97 percent of the physicians 
and 94 percent of the families. The physi- 
cian is queried first. This gives him an op- 
portunity to contraindicate questioning the 
family informant listed on the death certifi- 
cate if he feels that this is desirable. He 
may suggest the name of another relative. 
The letter to the family is sent about ten 
days after that to the physician. 


This study should be supported whole- 
heartedly by our profession. Let us strive 
to make the Delaware record 100 percent. 
Our knowledge will grow in direct propor- 
tion to the data collected. If you are ques- 
tioned about a death, your prompt coopera- 
tion is essential to the success of the project. 
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something appears to be wrong with it, it 
will be sent out for audit. If nothing ap- 
pears to be wrong, the agent accepts it, 
you will be notified, and everything is 
closed. 


Dr. CASCELLS: In reference to the ques- 
tion Dr. Frelick asked, there is a general 
feeling that once you get on the tax collec- 
tor’s list you are very apt to remain there. 
I know a number of doctors who have been 
checked perhaps once in ten years and then 
almost yearly or every other year someone 
drops around to them to talk to them about 
their tax return. On the other hand, some 
have been in practice for ten years and have 
never received a visit from the Internal 
Revenue Service, people who are in com- 
parable tax brackets, and one wonders why 
one person is checked repeatedly and an- 
other is not, unless it is bad to get on the 
man’s list, and is it true you can’t get off it? 


Mr. Porce tt: I will have to repeat what 
| said before, that unless you have a very 
large income and you fall into that category 
that I told you about, your return was se- 
lected because something appears to be 
wrong with it. 

Now, it is very possible that you are con- 
tinuing the same practice year in and year 
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out of which we are complaining, and that 
is the reason your return is being selected 
every year for audit. 


Dr. Casce.Lts: That doesn’t quite answer 
the question. As a matter of fact, I am not 
involved in that situation. But people who 
are in comparable income brackets. 


Mr. Porcevii: If you mean we have a 
black list of people we call on every year, 
you are wrong: we don’t have such a list. 
If you think we have such a list, we don’t 
have it. 


Dr. CasceLts: There is a common sup- 
position around town that there is such a 
list. 


Mr. PorceELLi: It is a wrong one, I can 
assure you. We don’t have any black list. 


Does anyone else have any questions? 
(No response. ) 
Mr. Porcevyii: Thank you very much. 


CHAIRMAN Murray: The next discussion 
will be at 3:30. 


(At this point the meeting was recessed 
until 3:30 o'clock, p.m.) 
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NEGATIVE NITROGER 


Nilevar: 


Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 
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stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York. The National 
Vitamin Foundation, Incorporated, (March) 1984, p. 100. 

2. Proceedings of a Conterence on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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in cases of tension 


Serpate’ 
(Reserpine, Vale) 
... the preferred drug where anxiety or emotional agitation 
must be controlled 
... provides sedation without hypnosis, o sense 
of relaxed well being and tranquility 


4 

... effects graduct-ond sustoined lowering of 
elevated blood pressure in pctients with 
mild, labile or essential hypertension 


+ 


supplied: 0.1 mg. ond 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 
phormacies 


RAUWOLFL' 
SERPENTIN 


in cases of hypertension 


Rauval 


( Rauwolfia Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 


tested chemically te insure total ahaicid content 
tested bislegically te imsare uniform hypotensive action 
...ideol theropy in lobile ond moderote hyper- 


tension of gs adjunctive therapy in severe 
hypertension 


... achieves gradual lowering of the blood pressure, 
gentie sedotion, tranquilization with prolonged 
effect even after cessation of therapy 


supplied: 50 mg. and 100 mg. fablets in botties of 100 and 
1000, or on prescription at leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


What’s wrong with the term 
“emptving of the gallbladder’? 


The gallbladder discharges bile by fractional evacuation. It is not 
emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet t.i.d. 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis —prevents colonic dehydra- 
tion and hard stools...provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMES) 334 gr. Bottles of 100 and 500. 


fa’ AMES COMPANY. INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto sacs 
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BONADOXIN 


STOPS MORNING SICKNESS...BUT 


BONADOXIN brings relief to 88.1% 
of patients ....often within a few hours.':? 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] zero.''? 


«+-@nd for a nutritional buildup is she blue at breakfast? Prescribe 
plus freedom from leg cramps* BONADOXIN. Usually just one tablet at 
7 bedtime stops nausea and vomiting 
STORCAVITE of pregnancy... 
phosphate-free calcium, 10 essential and just one supplies the 
vitamins, 8 important minerals. full 50 mg. of pyridoxine. 
EACH 
e 
due to = 5 MECLIZINE HCI......... 25 mg. 
PYRIDOXINE HCi........ 50 mg. 
NEW YORK 17, NEW YORK Bottles of 25 and 100. 
Division, Chas. Pfizer & Co., inc. References: 1. Groskloss, H. H., et al: Clin. 


Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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without 
impairing’ 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic © no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


thyl-2-#-propy!-1,3-p dicarbs 


4 
panned a 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 


WwW) WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSE 
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Because it replaces half control with full control. 
Because ii treats the whole menopausal syndrome. 
Because one prescription manages both the 
psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® ( meprobamate, Wallace) 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 


Two-dimensional 
Conjugated Estrogens (equine) 
freatment 


Licensed under U. S. Patent No. 2.429.398. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 


Should be adjusted to individual requirements. 


Samples and literature on request. 


— 
> 


OY WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 
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My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 

they usually take about 

30 to 40 minutes to work. 


Why don’t you try 

the new analgesic 

that gives faster, 
longer-lasting pain relief? 


CLINICAL 
COLLOQUY 


it’s Percodan*—relieves pain 
in 5 to 15 minutes, 

with a singie dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan*’ is rare. 


Sounds worth trying — 
what's the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


Endo 
ENDO LABORATORIES 
Richmond Hill 18, New York 


*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through a!l pharmacies. 
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ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 


JOHN G. MERKEL 
& SONS 


FOR 
PHYSICIAN - PATIENT 
Fatoralo 

BIOLOGICALS 
PHARMACEUTICALS 


HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 


PHONE OL 4-8818 


801 N. Union Street 


Wilmington, Delaware Fairfax 3002 Concord Pike 
: Manor Park DuPont Highway 
3 Merchandise Mart Gov. Printz Blvd. 


(BENACTYZINE HYDROCHLORIDE) 


a psychotropic agent with specific advantages 
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Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 
J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 


Phone Wilmington OL 8-647] 


If it’s insurable we can insure it 


RESTORE PERSPECTIVE WITH 
MILDLY ANTIDEPRESSANT 


SUAVITIL. 


Gently, gradually, without euphoric buffering, 
SUAVITIL helps patients recover norma! drive and 
helps free them from compulsive fixations. 


RECOMMENDED DOSAGE: 1.0 mg. t.i.d. for two or three 
days. If necessary this dosage may be gradually 
increased to 3 mg. t.i.d. 


MERCK SHARP & DOHME 
mQo. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


ALL PHYSICIANS 


SURGEONS 
DENTISTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 
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Pleasant tasting 


TABLETS 


Eliminate PINWORMS IN ONE WEEK 
_ ROUNDWORMS IN ONE OR TWO DAYS 


‘ANTEPAR’ SYRUP 
‘ANTEPAR’ TABLETS 
NEWAL 
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for total management 
of your hypertensive 
patients rely upon 


RAUDIXIN 


Raudixin provides gradual, sustained lowering of 
blood pressure in hypertensive patients, as well as 
a mild bradycardia. Hence, the work load of the 
heart is reduced. 

“|... often preferred to reserpine in private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 
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SQUIBB 
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Squibb Whole Root Rauwolfia Serpentina 


Tranquilizing Raudixin helps relax the anxious 
hypertensive patient so that he is better able to 
cope with external pressures without being over- 
whelmed by them. By reducing these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycle. 

Dosage: Two 100 mg. tablets once daily; may be adjusted 


within range of 50 to 500 mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 5000. 


Squibb Quality—the Priceless Ingredient 
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there’s pain and 
inflammation here... 
it could be mild 
or severe, acute or . 
chronic, prima 
secondary fibrositis 
early rheumatoid arthritis™ 


more potent and comprehensive treatment 
than salicylate alone 

assured anti-inflammatory effect of low-dosage 
corticosteroid' .. . additive antirheumatic action of 
corticosteroid pius salicylate?’ brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as wel! as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue 


subacute or chronic conditions: initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because SiGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SIGMAGEN. 
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PERFORMANCE WITH 
GREATER PERMANENCE 
IN THE MANAGEMENT 


A el 


Ad 


Hydrocortisone 0.5% and Special Cual Tar Extract | 
(TARBONIS®) ina stainiess 


Hydrocortisone 0.5%, Neomycin 0.35% (as Sulfate) ana Special 
Coal Tar Extract S% (TARBON!S) in an omtment base. 


1. Clyman, S. G.: Postgrad Med. 21:309, 1967. 

2. Bleiberg, J.: J. M. Sx. New Jersey 53:37, 1956. 

3. Abrams, B. P, and Shaw, C.: Clin. Med. 3: 839, 1956. 

4. Welsh, A. L., and Ede. M.-: Ohio State M. J. 50: 837. 1954. 
RG REED 4&4 CARNRICK | sersey City 6, New Jersey 5. Bleiberg, J.: Am. Practitioner #:1404, 1957. 


a Aspirin ...........................200 mg. (3 grains) ts. 
Phenacetin 150 mg. grains) 
Caffeine 30 mg. (¥2 grain) 


Demerol hydrochloride 30 mg. (1/2 grain) 


Potentiated Pain Relief 


| WINTHROP LABORATORIES 
ae New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 
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Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize the 


major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 


(averages Vig less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


O No sodium or water retention 
() No potassium loss 
Q No interference with psychic equilibrium 


O Lower incidence of peptic ulcer and osteoporosis 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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very special cases =< 


@ very superior brandy... 
specify 


HENNESSY 


COGNAC BRANDY 
84 Proof : Schieffelin & Co., New York 


W maintain 
rompt city-wide 
elivery service 


for prescriptions. 


CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 
Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial Ol 6-8537 WY 4-3701 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


PANMYCIN 
Phosphate 


children: 


TRADE MARE 


in potentially 
serious 
infections 

... tetracycline 


PANALBA’ 
phosphate 


clus children: 


novobiocin P A A a A K 
Granules 


for the 


PANMYCIN 


BROAD -SPECTRUM 
TETRACYCLINE 

IN ITS MOST 

EFFICIENT FORM 

Produces more tetracycline. 
in the blood with no more in 
the dose. No calcium to 
depress blood leveis.! Basic 
broad-spectrum therapy in 
bronchitis, pharyngitis, 
otitis media, tonsillitis, and 
other common respiratory 
infections. 


1. Wetch, H.; Wright, W. W.; and 
Staffa, A. W.: Antibiotic Med. 
& Clin. Therapy 4:620, 1957. 


THE BREADTH OF 
PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCIN' 
Offers maximum antimicrobial 
action at the earliest 
possible moment. The 
antibiotic preparation of first 
resort in pneumonia of 
unknown etiology, carbuncies, 
multiple furunculosis, 
cellulitis, and infections 
resistant to previous therapy. 


7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


‘i 


Upjehn | 
The Upjonn Company, Katgrtazoo, Michigan | 


PANMYCIN PHOSPHATE 
PLUS THE ANTIMOWNILIAL 
PROTECTION OF NYSTATIN 


The logical chore for 
patients requiring high doses 
of antibic of proic 
antibiotic therapy; 
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THE CHOICE OF A 
SYSTEMIC ANTIBIOTIC 
IS A MATTER OF 
CLINICAL JUDGMENT 


‘ 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


PANALBA IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 


Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately !ess. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 
and 100. 


‘Upjohn 


The Upjohn Company, Kalamazoo, 
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a Major Breakthrough 
in EDEMA— 


in HYPERTENSION 


EDEMA-—'DIURIL' is an entirely new, orally effec- 
tive, nonmercurial diuretic—classed as the most 
potent and most consistently effective oral agent avail- 
able—with activity equivalent to that of the parenteral 
mercurials. It has no Known contraindications. 


Indications: Any indication for diuresis is an indica- 
tion for 'DIURIL’. 


Dosage: One or two 500 mg. tablets of 'DIURIL' once 
or twice a day. 


HYPERTENSION—'DIURIL' improves and sim- 
plifies the management 0: hypertension: it potentiates 
the action of antihypertensive agents and often 
reduces dosage requirements for such agents below 
the level of distressing side effects. 


Indications: Hypertension of any degree of severity. 


Dosage: One 250 mg. tablet 'DIURIL' two times 
daily to one 500 mg. tablet 'DIURIL' three times daily. 


Supplied: 250 mg. and 500 mg. scored tablets 
'DIURIL’ (Chlorothiazide), bottles of 100 and 1,000. 


'DIURIL' is a trademark of Merck & Co.. Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 


(CHLOROTHIAZIDE) 
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: POLYMYXIN B-BACITRACIN OINTMENT 


LYSPORIN 


orang 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, ‘‘unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion... The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 

Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 

* Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose ‘‘timed-release’” TRIAMINIC 
Tablet contains: 
Phenylpropanolamine hydrochloride 50mg. 


Pyrilamine maleate . .. . . . 25mg. 
Pheniraminemaleate. . .. . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


congestion 
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Each double-dose “timed-release” 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 


just three tablets a day 


firge—the outer layer dissolves 


within minutes to produce 
3 to 4 hours of relief 


inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


g 
| (i | ““timed-release”’ 
tablets 


‘running noses.. and open stuffed noses 


SMITH-DORSEY - a division of The Wander Company - Lincoin, Nebraska - Peterborough, Canada 
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Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus... service... supplies 


| DIRECT FACTORY BRANCHES 
| BALTIMORE PHILADELPHIA 
4012 Greenmount Ave. © H¢ Ipkins 7-5340 Hunting Pk. Ave. at Ridge «© BAldwin 5-7600 


Both CENTRAL and PERIPHERAL 


gontrol of 


> 


ANTIHISTAMINIC 


Neo-Synephrine® 
Thentadiil® hydrochioride 
Dihydrocodeinone bitartrate 


Dard of esyidiamne), “eg Fat OFF. 
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ae Topical Decongestion — prompt, pr 
. ‘ 
Potassium guaiacol sulfonate mg. 
; 
Menthoi 1D mg. 
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New...from Pfizer Research 


‘4 


GLUCOSAM'NE-POTENTIATED TETRACYCLINE 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 
Brooklyn 6, 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 

For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol. 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 

1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. In 

2 Of great importance to the practicing physi- 
clan is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 
occurs in a greater percentage of cases than with 


any otner ayent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase yastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 


flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 


*Trademark 
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TAKE NEW LOOK 
TAKE LOOK NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs* (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5cc.). 

A. H. ROBINS CO., INC., Richmond 20, Virginia 


(PARABROMOYLAMINE MALEATE) 
Ethical Pharmaceuticals of Merit Since 1878 P 
*Typical Allerger nder e Molds Bacterna 
and Viruse insect Scales - Vegetable Fibers and Seeds y 
Plant Juices - House Dust - Drugs and Chemicals - Minerals and Metals 
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Alseroxylon less toxic than reserpine 
**...alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.”’ 


Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 
taining Multiple Alkaloids, Postgrad. Med., Janu- 


ary, 1958. 
Rauwiloid 
(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 
virtually free from side actions 
| Riker 
When more potent drugs are needed, prescribe LOS ANGELES 


j 
glseroxylon | mg. and clkavervir 3 mg. 


for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


1 mg. and chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose tablet q.i.d. 


Both combinations in convenient single-tablet form, 
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‘Compazine , by controlling anxiety and 
tension, can prevent the emotional upsets 
that so often play an exacerbating role 
in cardiovascular conditions. 

And, ‘Compazine’ can be depended upon 


to have little, if any, hypotensive ettect. 


Com pazine 


the tranquilizing agent remarkable 
or its freedom from drowsiness and 


depressing effect 


Available: Tablets, Ampuls, M ultiple dose 
vials, Spansule“ sustained release capsules, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*%T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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